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ROBERT A. TAFT 


T is not the function of Menta. Hygiene to editorialize on 
general political issues. On the other hand, the advance- 
ment of mental hygiene is yery dependent on governmental 
activities and, by corollary, on the principles under which gov- 
ernment operates. Public health, public education, public 
psychiatry, and public welfare are essential to the advance- 
ment of mental health. Robert Taft was in general opposed 
to the enlargement of federal power and function, but it is 
significant that he saw the need for strengthening and broad- 
ening federal activities in the mental-health field as something 
of an exception. The problems of mental deviation, as he saw 
them, are so great and so expensive and so far beyond 
control by any one state or community that they call for fed- 
eral action. This action may take the form of research, train- 
ing, and aid to states. It was a sign of his integrity that he 
could make an exception where the conditions were excep- 
tional. We had an opportunity to discuss this with him in 
1946, when the National Mental Health Act was under con- 
sideration. It was he—even though he was not a sponsor of 
the legislation—who brought about a reconsideration of the 
bill in the Senate in order that its financial limit might be 
raised. We are glad to make this a matter of record, in tribute 
to Mr. Taft to be sure, but also to nail down a principle that 

is crucial to this field of mental health. 

Gzorer S. Stevenson 





MENTAL HEALTH: A LOCAL PUBLIC- 
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THINK we can look forward with confidence to a not- 

distant future when the responsibility of the local public- 
health department for the mental health of the community 
will no longer be discussed. ‘‘If it isn’t mental health, it 
isn’t public health,’’ will have become the motto of every 
local public-health department in the country, so universally 
recognized in theory and realized in practice that its entire 
personnel—from telephone operator, receptionist, clerk, and 
typist, to nurse, technician, engineer, clinician, and adminis- 
trator—will be thoroughly trained in the mental-health impli- 
cations of his job. 

In fact, we have already reached the point in the public- 
health movement where further advance in the protection 
and improvement of the physical health of the population is 
beginning to require a mental-health orientation. In any well- 
organized community, the public-health movement has done 
about all that can be done through its traditional procedures. 
It has removed the foci of infection in the physical environ- 
ment through community sanitation, in the commercial dis- 
tribution of food and beverages through inspection and 
control, and in the human organism through case-finding, 
immunization, and quarantine. It has greatly reduced the 
nutritional diseases through educational procedures resulting 
in changed food tastes and habits, in the use of more 
protective foods and balanced diets in the family, and in the 
development of a more balanced agriculture of food crops, 
vegetables, live stock, poultry, and dairying in the region. 
Through its programs for maternity and infancy hygiene, it 
has reduced the morbidity and mortality of mothers and chil- 
dren to a point but little above the minimum determined by 
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the biological quality of the stock and the present state of 
medical science. And so on ad infinitum. 

In all these traditional activities, the public-health move- 
ment has already reached the point of diminishing returns. 
Further progress will require the initiation and use of new 
procedures. Even improvement in physical health is coming 
to depend less upon changes in the geographical and biological 
environments than upon changes in what people think and 
feel and how they live within the social institutions and cul- 
tural patterns of the community. Thus, the physical health 
of the baby brought to the clinic often depends less upon 
the staff’s competence in weighing, measuring, and adapting 
its food formula than upon their competence in giving its 
mother emotional reassurance in her own réle as a mother. 
The venereal-disease patient has no more need for the peni- 
cillin treatment and prophylactic knowledge that he receives 
than for the maturer philosophy of life and scale of social 
values that make for better social adjustment in the future, 
which he too often does not receive. For with a maturer 
social adjustment, he will require no further penicillin or 
prophylaxis; without it, he may become a sullen and defiant 
repeater. The finest community facilities for the treatment 
of disease in general are of little avail unless the inner feeling 
states of the patient and his family, upon which acceptance 
of and response to treatment so largely depend, are sympa- 
thetically understood and skillfully adjusted. 

And let us not forget the long arm of the nurse. She reaches 
out into the community with a range of interpersonal rela- 
tionships that, for variety, quantity, and quality, no other 
member of the staff can equal. She sees people most casually 
and informally, when they are most natural and least defen- 
sive, in their homes or on the street, at work or at worship, 
at school or at play. No one is so strategically located as 
she to observe the effect of how people live with others in 
the community upon even their physical well-being, and to 
use this knowledge in helpful advisory or supportive ways. 

The engineer, the sanitarian, or the inspector also requires 
a mental-health orientation to perform his duties at the top 
level of efficiency. His work is destructive of community val- 
ues and hence of mental health to the extent to which he 
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relies upon his police powers to secure compliance with mini- 
mum standards of housing or sanitation. To the extent to 
which he knows how to motivate the citizen to conform in 
the common interest, he is not only working creatively in 
the field of social values and mental health; he is also gen- 
erating a public opinion which will demand that the present 
legal minima be transcended. 

The telephone operator, the receptionist, the clerk, the 
typist, even the janitor, require some knowledge of how inter- 
personal relations affect the well-being of people, and some 
skill in their management. The cheery voice, the ready smile, 
the helping hand, and the kindly attention that are neither 
forced nor feigned, but that spring spontaneously from a 
genuine liking for people and a sympathetic interest in their 
problems, have a profound effect upon the patient who tele- 
phones or who calls at the clinic, anxious about the present, 
guilty about the past, and worried about the future, or who 
is impatient at the seemingly interminable waiting for his 
turn. He is highly sensitive to the emotional atmosphere 
that surrounds him during these initial experiences; and his 
readiness to play an active réle in his own treatment, and 
to make full use of the knowledge and skill offered, is largely 
conditioned by it. 

Mental health, then, will be recognized as an inescapable 
responsibility by every local health department that has a 
modern dynamic conception of public health. It is indispen- 
sible to the full discharge of the task to which the public-health 
movement is historically committed. Most people are able 
to forge out of their discordant impulses and desires an 
approximate mental unity, stable enough to deal with the 
problems that arise in the normal processes of living. But 
probably in no one is the integration ever inclusive and com- 
plete. As the present air-force cases show, every one has his 
breaking point. Every critical situation that interrupts the 
normal course of a person’s life is, therefore, to some degree 
potentially traumatic, in many cases excessively so. When 
such situations have a physical basis, the public-health depart- 
ment has an established reputation as the agency to which 
people turn for help. No other agency in the community has 
so frequent and enduring contacts with such people. None, 
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therefore, is in so strategic a position to deal with emotional 
disturbance in its incipient stage. 

The act of turning to a public agency for help is symbolic 
of many hidden meanings of which the person is but dimly, 
if at all, aware. It may symbolize his incapacity to deal 
with his own problems, and, therefore, be deeply resented as 
a threat to his independence. It may represent a confession 
of guilt as to the real or imagined consequences of his past 
behavior, and be weighted with feelings of inferiority and 
humiliation. It may portend a frustration of his most 
cherished ambitions, and leave him burdened with anxiety. 
It may be attributed to the unmerited consequences of the 
behavior of others, or to the meaningless buffetings of fate, 
and engender a burning sense of outrage or injustice. It 
may have all of these meanings, and countless others that lie 
buried in the depths of the unconscious. The person cannot 
do otherwise than react to them with the latent tendencies 
already developed. He is sullen and rebellious, flippant and 
flirtatious, hostile and aggressive, uncodperative and resistant, 
dependent and irresponsible, anxious or indifferent, depend- 
ing upon the style of life that represents his own unique 
integration of his past experiences. 

The first obligation of the local public-health department 
in the field of mental health, then, is to perform efficiently 
the tasks to which it is already committed. It is already 
obligated to help those who seek its services to resume their 
places in the community as productive citizens. This requires 
a thorough assessment not only of the physical development 
and status of the individual, but also of the positive and 
negative factors in his subjective feelings and his objective 
social setting that have a bearing both on his physical and — 
on his emotional recovery. To this end the routine clinical 
interrogation and laboratory tests are not enough. They can 
deal with the ostensible reason why the person seeks help, but 
the real reason often lies deeper. Its discovery calls for 
penetration beneath the superficial intellectual level of worker- 
client interaction to the deeper level of emotional participa- 
tion. To this end the public-health worker must become a 
master of the fine art of listening, which encourages free 
and spontaneous self-expression through conversation. Talk- 
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ing is as essential to the soul shut up in its own emotions 
as breathing is to the body saturated with its own carbon 
dioxide. We have here much to learn from the lowly chiro- 
practor, who is often more successful than the physician in 
treating cases with a large emotional component, not because 
his technique of relieving ‘‘ vertebral subluxations’? is correct, 
but because he has never been inculcated with formal pro- 
fessional attitudes, but maintains an informal, friendly atmos- 
phere which enables the patient to find release from the inner 
emotional turmoil ‘‘that weighs upon the heart.’’ 

The restoration of the patient requires that he shall learn 
to think objectively about his problem and deal with it realisti- 
cally, and the public-health worker cannot teach these things 
to his patient unless he is objective and realistic himself. But 
patients can be exasperating, and public-health workers are 
human, with their own emotional needs to consider. It is, 
therefore, inevitable that moments of exasperation should 
come, but when they do, the worker will recognize in them 
additional obstacles to treatment whose locus is within him- 
self. He will realize that moralizing or jesting with the 
patient, or denouncing him to colleagues, may relieve his own 
emotional tension, but that they will do the patient no good, — 
and that the primary responsibility for bringing mental-health 
concepts and techniques to bear upon the problems of those 
who need them most, rests with the public-health personnel. 
It is not their function to become psychiatrists and treat the 
definitely diagnosable mental illnesses that come to their 
attention. It is their function to do skillfully what their 
predecessors did more bunglingly, by recognizing the mental- 
health implications of the situations with which they are 
already dealing through a fuller understanding of what these 
situations mean emotionally and culturally to the individuals 
who are involved in them. 

This: mental-health orientation of the public-health depart- 
ment’s personnel I should call the first line of defense for a 
community mental-health program. 

This degree of responsibility for mental health will, I sup- 
pose, be accepted by every competent health officer in the 
country. But he has now to face a larger responsibility. 
Unless mental-health principles are incorporated throughout 
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the social structure of the local community, they are power- 
less to achieve their goal. Unless the emotional troubles are 
treated, the treatment is incomplete, and unless the social 
situation is treated, the emotional troubles cannot be fully 
resolved. For apart from any definite neuropathology in the 
individual, good mental health is largely a product of good 
human relations. The importance for mental health of the 
various social groups to which a person belongs are direct 
functions of the amount of time he devotes to them, and the 
dynamic cnaracter of what he experiences within them. For 
the growing child, the institutions that account for almost 
all his time are four in number—the home, the school, the 
playground, and the church. What he experiences within 
them affects him so dynamically, so profoundly, as to all but 
seal his destiny. For the adult, we must add the time spent 
and the experiences encountered on the job. It is true of all 
mankind that their mental health, their characters and per- 
sonalities, their ideals and ambitions, the vim and zest, the 
persistency and courage, the sense of individual and social 
responsibility with which they face life as spouses, parents, 
neighbors, workers and citizens—in short, their capacity for 
love and service and their worthiness to be loved and served— 
are but indicators of the kind of men and women they have 
become through what they have experienced, suffered, and 
enjoyed in the family, the school, the playground, the church, 
and the workshop. 

The public-health department cannot, of course, accept 
responsibility for the management of all that. It must, how- 
ever, arouse interest, stimulate to action, and be ready with 
advice and leadership in all matters relating to mental health 
within the community. The key to the situation is a sound 
program of mental-health education. This implies more than 
spreading accurate information about mental-health principles 
by the most approved methods of mass appeal. For in no 
field are the methods of mass appeal so limited. The snob 
appeal, so effective in commercial advertising, cannot be used. 
Mental health cannot be sold to the public as a means of 
_ keeping up with the Joneses, of identifying with Hollywood’s 
latest anatomic bomb, of becoming a man of distinction, or 
of making the breath kissing-sweet. Unfortunately, too, in 
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no field is the outeome of mass appeal so difficult to predict, 
for in no field are people so inclined to interpret the leaflets, 
radio transcriptions, dramatizations, and other sophisticated 
materials of mass education in terms of the very anxieties 
they were designed to allay. Care must be exercised lest by 
mass methods we unwittingly create such mass hysteria as 
only an equally mass administration of Mebaral can control. 
Even the simple factual statement that one out of ten will 
at some time be under treatment for mental disturbance may 
frighten people into giving money to establish a clinic, and 
at the same time create more mental disturbance than the 
clinic can cure. 

Mass methods must of course be employed, but even when 
used with discrimination and insight, they produce only super- 
ficial effects. For life habits are not changed by information 
alone. The only effective education is that which influences 
attitudes and leads to action, and this cannot be done con- 
structively on a mass basis. Mental-health education can here 
profit from the experience of the safety movement, which has 
learned that success depends less on transmitting information 
to the masses who need protection than upon selecting and 
motivating the few ‘‘index persons,’’ or key people, who are 
in strategic positions to protect them. It does little good, 
for example, to inform aged people that their benes knit 
slowly and that they should, therefore, avoid unlighted, rickety 
stairways. But motivating householders to make stairways 
safe, or, better, motivating contractors to build living quarters 
for the aged without any stairways at all, pays handsome 
dividends. 

Mental-health education that gets down to the grass roots 
will, therefore, be aimed at the ‘‘index persons’’ operative 
within the five basic community institutions already men- 
tioned as crucial for mental health—the parents in the family ; 
the administrators and teachers in the schools; the group 
social workers on the playground; the pastors, assistants, and 
lay leaders in the church; and the managers, superintendents, 
and foremen on the job. Genuine education consists in moti- 
vating people to want accurate knowledge, and to make 
rational use of it. To this end, the mental-health educator 
must understand the motivations and behavior patterns of 
the ‘‘index people’’ he is approaching, for only as he knows 
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what people want and how they get it can he motivate them 
to want something better and to get it more efficiently. 

What, then, do these ‘‘index people’’ want, and how do 
they get it? Fortunately, the institutional relationships that 
are most dynamically important in mental health—that is, 
those of the family—are also the simplest. If we may accept 
it on Biblical authority that even evil parents desire good 
gifts for their children, can we not find scientific methods of 
making them want better gifts and of getting them more 
certainly? 

Mental-health education is a continuing process that begins 
with birth and ends only with death. The times when it is 
most needed, and hence most readily accepted, are at certain 
critical turning points in life’s journey—the young couple 
contemplating marriage; the young parents expecting their 
first baby; the infant confronted with his first problems of 
feeding, weaning, toilet training, erogenous-zone avoidance, 
sibling rivalry, and social adjustment to his elders and his 
peers; the young child facing his first sharp break with the 
all-protective home, unless it has been softened by previous 
experience with nursery and kindergarten; the adolescent 
whose physiological disturbances are made all the more tu- 
multuous by confrontation with the four crucial life problems 
concerning which our educational system as yet has offered 
little help—(1) a philosophy of life (‘‘What can I believe?’’), 
(2) a moral code (‘‘What is my duty?’’), (3) the selection of 
a mate (‘*Whom shall I marry?’’), and (4) the choice of a 
vocation (‘*What job shall I choose ?’’) ; the middle-aged couple 
confronted with loneliness as their children leave the parental 
roof; and the senescent who must adjust his mode of life to 
conserve his dwindling powers. 

In addition to these regularly recurring crises in the physio- 
logical life cycle, there are the unpredictable casual break- 
downs, bereavements, estrangements, periods of unemploy- 
ment, reversals of fortune, physical disabilities. It is these 
eritical periods of life, when desire is most intense and obsta- 
cles most frustrating, that provide the greatest hazards to 
mental health, but also the greatest opportunities for the 
deepening of insight, and the teaching and application of 
mental-health principles. 

It is in these family situations, especially in connection with 
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prenatal, maternal, and infancy services, that public-health 
departments have made their most promising beginning to- 
ward integrating mental-health programs into the institu- 
tional economy of the local community. The approach to 
the school, the playground, the church, and industry has been 
more hesitant, because these institutions possess a trained 
professional or experienced administrative personnel of their 
own. Educational leaders are conscious of the enormous 
loss of educational values due to emotional disturbance, and 
are aware that no school system can hope to discharge its edu- 
cational obligation to its child population without special 
classes for emotionally disturbed children and competently 
staffed departments of psychiatrically trained social workers 
in the schools. Churches also have begun to provide clinical 
training for theological students, and institutes through 
which experienced clergymen and lay workers can acquire 
experience with the newer counseling techniques. Recrea- 
tional leaders are rapidly awakening to the fact that their 
traditional programs of leisure-time activities are largely 
negative, and that the newer social group-work techniques 
contain vast possibilities for a constructive contribution to 
personality and character training that is still largely in the 
future. 

Industrial leaders have been more slow to recognize their 
vital stake in the mental health of the worker. Men trained 
largely in economics and technology find it difficult to realize 
the enormous waste due to emotional disturbance as a major 
factor in accident-proneness, absenteeism, labor turnover, and 
reduced man-hour productivity. Yet the proportion of work- 
ers suffering from emotional stress is variously estimated at 
between 20 per cent and 40 per cent. These are the persons 
who, Gilverson believes, ‘‘by their faulty attitudes and clashes 
... cause most of the misery in industry.’’ 

But here also there are encouraging beginnings. British 
experience with personnel work in building morale in the army 
so impressed her industrialists that after the war they took 
most of the officers and enlisted men who had participated in 
the program and set them to work training foremen for similar 
service in their plants, with amazing results in improved 
worker-management relationships. And in America Henry 
Ford is but one of many who are calling for an industrial- 
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relations program under the direction of a professionally 
trained staff, competent to bring to the problems of human 
relationships ‘‘the same technical skill and determination that 
the engineer brings to mechanical problems.’’ 

But in addition to these ‘‘index persons’’ who determine 
the quality of the community’s institutional life, there remain 
the professions whose sole function is to deal with crisis situa- 
tions in the lives of those who seek their aid, the physicians 
and social workers in all their variety of specialties. Unless 
they, too, are integrated into the mental-health program there 
remains a serious break in its first line of defense. 

What has the public-health department to offer to this array 
of ‘‘index persons’’ in the community’s institutional economy ? 
It can work with them through individual contacts and through 
educational materials adapted especially to their needs to 
increase their awareness of the value of mental-health con- 
cepts and techniques in achieving the ends they are already 
seeking to attain. It can work within their professional 
organizations by adapting to these purposes the group-dis- 
cussion methods that are already proving so successful with 
young people preparing for marriage, with expectant mothers 
and even fathers, in nutrition work, and in other fields. 

It can also apply these methods to inter-professional groups. 

It can serve as a coordinating agency for mental-health pro- 
grams already in process, in somewhat the same way as it is 
already doing in the field of health agencies. It can stimulate 
and encourage experimental efforts on the part of other 
agencies. It can serve as a clearing-house for new ideas in 
the field of mental health and as a center for their dissemina- 
tion. 
Not all of these methods will be equally effective in all com- 
munities or with all groups, but a beginning can be made by 
experimenting with those that seem locally most acceptable to 
the groups most ready to participate. 

This organization of the ‘‘index people’’ in the community’s 
structure, I should call the second line of defense for mental 
health. 

No doubt many public-health officers will interject at this 
point, ‘‘If this is what is meant by mental-health work, we 
have been doing it for years, and never knew it!’’ For it is 
an unfortunate accident of history that the term ‘‘mental 
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hygiene’’ has come to have in the public mind a quite different 
connotation from its corresponding term, ‘‘ physical hygiene.’’ 
The latter has never meant anything else than that branch of 
medical science which relates to the preservation and improve- 
ment of physical health. But because of the deplorable state 
of the mentally ill a century and a quarter ago, the pioneers 
of the mental-hygiene movement, from Dorothea Dix to 
Clifford Beers, focused public attention so exclusively on the 
need for mental hospitals and the improvement of hospital 
care that the meaning of the term has to most people become a 
synonym for hospital, clinical, and private treatment of 
mental patients. 

Last week I asked a class of forty-five Duke University 
sophomores to write for me their conception of what mental 
hygiene is, and what is included in a mental-hygiene program. 
Only seven stressed the management of the emotional aspects 
of human relationships which we have thus far discussed. 
Perhaps a considerable proportion of the present public- 
health personnel also understands a community mental-health 
program to mean a system of hospitals and clinics, and in- 
tensive case-finding services to discover patients who need 
this type of care. However that may be, it is certain that a 
headline in the local newspaper reading, ‘‘ Health Department 
to Conduct Mental-Hygiene Program,”’’ will all but universally 
be understood to mean that they are going to open a clinic. 

A clinic, then, is the community’s third line of defense for 
mental health. Instead of being the foundation of a mental- 
health program, it is the capstone. A sound community 
mental-health program is not built around a clinic; rather, it 
provides the setting for a clinic. No program can succeed 
that presupposes community conditions that are nonexistent. 
It would be as futile to try to operate a mental clinic without 
a preparatory orientation of the public-health personnel and 
a prior community organization of its ‘‘index people’’ as it 
would be to operate a venereal-disease clinic and leave un- 
touched the foci of infection that precipitate new cases faster 
than the clinic can treat them. Nevertheless, if the community 
is large enough to support it, the time comes when, in the 
interest of further progress, you have got to have a clinic. 

But a mental-health clinic that deals only with the final 
product of bad human relations is not performing its full 
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function. In the clinic, treatment is not an end, but a means. 
It is'a means to helping the patient, to be sure; but more 
fundamentally, it is a means to further the orientation, organ- 
ization, and education of the community in mental health 
through actual demonstration. When the citizen brings the 
patient to the clinic, he discovers that its chief reliance is 
upon objective, skillful listening, encouragement, and support 
on the part of the therapist; upon full confession followed by 
emotional release and growing insight on the part of the 
patient; and upon the development of the personal relation- 
ship of transference which enables the patient to find security 
in dependence upon his therapist. He discovers to his sur- 
prise that these are but scientific refinements on the crude 
methods that successful parents, teachers and pastors, and 
wise friends have been using ever since the human race began. 
That horrendous term, ‘‘psychotherapy,’’ begins to lose its 
awe-inspiring mystery, and he becomes willing to accept 
responsibility for doing more systematically and skillfully 
what as a member of the community he has necessarily been 
doing haphazardly and bunglingly all along. 

Though not wholly accurate, there is profound truth in the 
recent statement that ‘‘the principles of sound treatment in 
the field of mental health turn out, beneath the technical 
jargon of science in which they have been clothed, to be the 
simple, common-sense concepts of the Sermon on the Mount 
and the Golden Rule.’’ 

The building of these three lines of defense for the mental 
health of the community—the orientation of the staff, the 
organization of the community, and the operation of a clinic 
designed primarily to use treatment as a means of helping 
the community the better to help itself—present the local 
health department with a definite, practical, but arduous task. 
It promises no miracles. It has taken the public-health move- 
ment over a century to achieve its present status in the field of 
physical well-being. How long it will' take to achieve similar 
results in mental health is in the laps of the gods. But one 
thing is certain: We must not enter upon the task too lightly 
or promise too rauch. We must not arouse expectations that 
we cannot satisfy. We must not oversell our program beyond 
our capacity to deliver within reasonable time limits. 

It has taken a long time to overcome the fears and taboos 
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that people have with regard to physical weakness and con- 
tagious disease. It will take still longer to overcome the fears 
and taboos with regard to mental illnesses. For the public 
senses that the latter are due to far more personal reasons. 
They involve one’s whole style of life, one’s inmost self. And 
until public attitudes can be changed to accept the determin- 
ative réle of external and unconscious forces in character and 
personality as well as in organic states, inability to manage 
one’s own social relationships and emotional reactions will be 
a hard acknowledgment to make. 

There is, of course, the objection that this program savors 
of ‘‘socialized medicine’’—that the proper field of public 
health is prevention and that treatment should be left to pri- 
vate practice. But there is no such hard-and-fast distinction 
between the former and the latter. In the field of physical 
health, preventive work has in fact enormously increased the 
demand for medical services. Physical health cannot be pro- 
tected and promoted without case-finding. Cases of contagious 
disease, cardiac lesions, skeletal, muscular, glandular, sensory 
and other defects both in children and in adults are referred 
for correction to the family physician or to the local clinic or 
hospital. The health education that results has helped to dis- 
pel the popular fallacy that one is well if one has no positive 
disease or infirmity. It has encouraged periodic diagnosis 
and early treatment. It has multiplied the demand for private 
practice. It has helped the physician to reduce what he fears 
most as a threat to his professional reputation—a high mor- 
tality rate. It has thus created conditions of medical practice 
that are less anxiety-provoking and more rewarding to the 
practitioner both as a physician and as a man. The activity 
of public-health agencies in the field of infant and maternity 
hygiene, for example, has practically driven the midwife from 
the field, has helped to increase the percentage of births at- 
tended by physicians in hospitals from 36 to over 90 since 
1935, and thus to bring about conditions under which medical 
practice has been able to make mass application of the recent 
rapid advances in medicine and surgery and to reduce the 
maternal mortality rete by over 60 per cent and the infant 
mortality rate by nearly 50 per cent in less than two decades. 

This will be true in even greater measure in the field of psy- 
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chiatry. One of the most discouraging features of this branch 
of practice is that it is so frequently possible to do little for 
the patient because the psychiatrist can do nothing at all to 
change the institutional economy within which that patient 
must live. 

But probably the greatest obstacle to the assumption by the 
local public-health department of responsibility for the men- 
tal health of the community is a large measure of insecurity 
on the part of health officers themselves. They are accustomed 
to move cautiously into new fields until they can feel the firm 
support of experimental science beneath their feet. They have 
been loath to undertake a program until four basic require- 
ments have been met. First, the condition to be attacked must 
be one for which a definite etiology has been established. 
Second, a standardized technique of dealing with it must be 
available. Third, its ability to give general if not complete 
protection must have been demonstrated. Fourth, it must be 
capable of being multiplied indefinitely at low unit cost. The 
control of filth-, insect-, and rodent-borne diseases through 
sanitation in its widest sense; of food- and water-borne dis- 
eases through continuous inspection; of contagions and infee- 
tions through case-finding, immunization, and quarantine; of 
nutritional deficiencies through balanced diets; of the mor- 
bidity of maternity and infancy through early and continuing 
supervision—in fact, the whole public-health program, until a 
couple of decades ago, was very largely based on these require- 
ments. More recently, however, the increasing importance of 
the non-infectious diseases and of the degenerative changes of 
aging have required programs that conform to them less 
closely. Still, these problems remain within the physically 
observable, the tangible, and the ponderable. Criteria of 
normality can be established; deviant cases can be found; the 
amount of deviation can be measured, and the degree of im- 
provement or deterioration evaluated. 

But in the field of mental health we must work with 
intangibles and imponderables. The etiological factors in 
mental disease cannot be isolated by the techniques of the 
physical, chemical, and biclogical sciences. Nor can we im- 
munize against them. For apart from a few organic psychoses 
and inherited neuropathic conditions, man suffers mental ill 
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health because he is a desiring, valuing animal. He lives not 
only for the physical satisfactions of his animal nature, which 
are specifically located in the needs of his bodily tissues; he 
lives also for values that exist nowhere outside of the cultural 
world which is exclusively the product of his own social ex- 
istence, past and present—for a quality of life, for truth, good- 
ness, beauty, holiness. He is a seeker of values, and frets 
when forces that he cannot control thwart their realization. 
He is a conserver of values, and frets still more when such 
forces threaten their destruction. In the attainment of values 
he knows good, and in their loss, evil, bereavement, insecurity, 
anxiety, shame, guilt. He is mentally healthy if in such cir- 
cumstances he has the inner strength to find life still intel- 
ligible and supportable. He is mentally ill if, in his weakness, 
it breaks down into chaos and meaninglessness. 

Because of the diversity of his values and his strengths, 
what is a traumatic experience to one leaves another un- 
scathed, and because the greatest of all his needs is acceptance 
by his fellows, what happens to him matters less than the emo- 
tional atmosphere in which it happens. ‘‘Better is a dinner 
of herbs where love is, than a stalled ox and hatred there- 
with.’’ Ifa child is secure in the love of his parents, it matters 
little when he is weaned or toilet-trained, or by what means he 
is disciplined. And as the Great War demonstrated, men can 
endure long hours, deprivation, fatigue, danger, and death, 
and still be capable of great accomplishments, if they can feel 
that they are sharing in a common enterprise to preserve sig- 
nificant values under leaders they can admire and trust, and 
whose reciprocal respect for them as men justifies the con- 
tinuance of their sacrifice. 

Fortunately, the psychological and social ‘sciences have 
much to suggest as to how such an emotional atmosphere can 
be maintained throughout the institutional structure of the 
community, but they have nothing to offer in the form of quan- 
titatively exact laws of nature. To health officers trained to 
the precision of the laboratory experiment, such a course may 
seem venturesome ; but the human need is urgent; the challenge 
is great; and only as public-health workers have the faith and 
courage to pursue it can they ease the mental anguish of 
mankind. 





PROGRESSIVE INDUSTRY AND THE 
WORRIED EMPLOYEE * 


JEAN SPENCER FELTON, M. D. 
Medical Director, Oak Ridge National Laboratory, Oak Ridge, Tennessee 


NROADS into conventional patterns of thinking are made 
against the odds of resistance, fear, and, on occasions, 
open hostility. Occupational medicine, in its growth, has 
experienced an unusual duality of resistance—.e., in the 
extramural acceptance of the specialty by fellow practitioners, 
and in its own intramural medical recognition of the relation- 
ship of worker needs to worker output. 

Prior to the beginnings of World War II, medicine in 
industry was founded, in the majority of instances, on the 
patchwork-quilt concept of therapy—one ‘‘patched up’’ the 
mistakes of industry, using unproved and perhaps shoddy 
techniques, and avoided too extensive an effort at prevention. 
When case-finding methods began to be developed on a mass 
scale during the conflict of the forties, physicians in industry 
began to rechart their thinking away from therapy exclusively 
into the channels of preventive medicine. 

A natural step in maturation, then, was the integration into 
the industrial-health program of the holistic concept of medi- 
cine. Consideration of the worker as a multi-lived individual, 
with interests in work, at home, at play, in church, and in the 
community—as a person with physical, emotional, social, 
spiritual, economic, cultural, and even ethnic components in 
his living pattern—has become the modus operandi in the 
progressive and respected health service of contemporary 
industry. 

To-day’s Employment.—The struggle in Korea, superim- 
posed on the unsettled economy of reconversion, has 
demanded production levels of our plants that can be met only 
through the efforts of people. Even with all the technologie 


* Presented at the Central Neuropsychiatric Association meeting in Nashville, 
Tennessee, October 18, 1952. The work described in this paper was performed 
under the auspices of the Atomic Energy Commission. 

545 





546 MENTAL HYGIENE 


advances that have been made by our physical scientists, our 
plants, our laboratories, and our utility organizations must 
be manned by people; and it is this single commodity that is 
becoming scarce in the production triad of men, material, and 
machines. With the man-power siphonage by the Selective 
Service System an accepted loss factor, industry has had to 
turn to the marginal employee for factory staffing. This 
includes the older worker, the woman worker, the physically 
limited, and the emotionally impaired. Previously, iron- 
bound physical standards precluded our hiring any but 
those fit for combat duty with the Marines. To-day, the 
maintenance of such standards is econumically unsound, and 
the realistic industrialist is taking on the handicapped, the 
aged, the distaff worker, and the neurotically ill. 

An Unusual Industry.—In the foreground of current pro- 
duction activities is atomic energy, whose quiet entry into 
the family of big industries has been heralded less than its 
more newsworthy mushroom clouds over the wastes of Nevada 
and the Pacific Islands. Representative of the creative estab- 
lishments in this field is the Oak Ridge National Laboratory, 
which, with its 3,200 employees, has been growing these past 
ten years in the ridge country of East Tennessee. Engaged 
in fundamental research, the production of radioisotopes, the 
design of new nuclear reactors, the solution of the problem 
of flight by nuclear propulsion, and the training of atomic 
engineers and scientists, this laboratory has employed a per- 
sonnel of as wide a variety of physical and emotional struc- 
tures as could be found in any melting pot of peoples. To 
staff this organization, a multitude of professions, crafts, and 
skills is needed. With physicists, chemists, metallurgists, and 
engineers in to-day’s rare categories, none can be rejected for 
employment who can make a contribution. The objective, 
then, in an employment program, is to effect an intelligent 
and studied job placement, so that the individual in his new 
work environment will be able to tolerate such stresses as 
may appear on the job. 

The concept of stress as ‘‘the wide variety of cireumstances 
that render adaptation difficult or which call forth increased 
effort on the part of the organism,’’ and the thinking of ‘‘any 
factor as stressful which acts in such a way as to disturb a 
state of physical, physiological, or psychological equilibrium 
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in the subject,’’' have served as the springboard from which 
all placement activities are initiated. 

Pre-Placement Studies.—It is the function of the health 
division to determine whether a candidate for employment is 
physically and emotionally qualified for the specific job for 
which he is applying. This is accomplished through a com- 
plex physical examination,” and an estimate of the personality 
structuring. As a basic step, each applicant completes a 
printed Cornell Medical Index Health Questionnaire,’ which 
contains, among its 195 questions, 50 items relating to sug- 
gestive neurotic or psychotic behavior forms. 

This device, not in any way diagnostic, serves merely as an 
exploratory instrument. It gives one an immediate acquaint- 
ance with certain behavior characteristics of the individual 
and, further, it permits an early ‘‘foot in the door,’’ so that 
after discussing the positively checked items in the somatic 
range, the psychological questions can be approached and 
discussed with ease. Each applicant completes this, but on 
technical personnel (college graduates in the sciences) a 
psychological examination,‘ including an interview, several 
projective techniques, and a vocational or personal-interest 
inventory, is conducted to predetermine the individual’s 
tolerance of some of the potential stresses on the job: 
work deadlines, high radiation work levels, explorations of 
uncharted research areas, failures in experimental efforts, 
report preparation, overdemanding supervision, displace- 
ment from home, housing shortages, a different cultural 
milieu, weather extremes, and so on. Added to the battery is 
an interview by a clinical psychologist, and finally, when indi- 
cated, the examining physician and the interviewer meet with 
the medical director to review the findings. 

From this conference will come a decision to employ the 

1 See Introduction to Psychotherapy, by L. I. O’Kelly. New York: Prentice- 
Hall, Inc., 1949. p. 27. 

2Including organ assessment, complete blood count, urinalysis, serodiagnostic 
test for syphilis, electrocardiogram, ballistocardiogram, audiogram, vision test 
with stereoscopic instrument, and Roentgen study of the chest (and the spine in 
more physically demanding jobs). 

8 Published by the Corneil University Medical College and distributed by the 
New York Hospital, New York City. 

4 Including the Rorschach psychodiagnostie technique, the Bender visual-motor 


gestalt test, draw-a-person test, the thematic apperception test, the Kuder voca- 
tional inventory, and the Kuder personal inventory. 
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person unconditionally, or to employ him with the knowledge 
that his psychological deficit’ is great, that constant emo- 
tional monitoring of the job will be necessary, that with con- 
comitant therapy he will be able to function well, or that a 
further discussion with the research-division director con- 
cerned will be necessary to decide if sufficient environmental 
manipulation on the job can be effected to render the neurosis- 
beset candidate a contributing member of the laboratory’s 
work society. 

When such a person as the latter is employed, the only 
factor noted on the report of his physical examination is the 
one restriction of some 25 which is checked, and which 
reads: ‘‘No work involving great nervous tension.’’ Nebulous 
though this statement is, laboratory experience has proved 
it to be a sufficient flagging to the supervisor that here is an 
individual who can function in the usual situation, but who is 
not the one to be selected for a task that demands high 
emotional output. 

One final procedure undertaken before job placement is a 
second interview, when indicated, with a consultant psychia- 
trist (or clinical psychologist) who is familiar with the lab- 
oratory’s demand on human resources, and who will attempt 
appraisal of the applicant’s ability to meet these demands. 

The one set of data conspicuously missing from the occu- 
pational-medical literature is that on the psychological 
requirements of jobs. On the physical and environmental 
demands, we have information aplenty. Lacking, however, 
are analyses of the stress elements and the personality factors 
best adapted to meeting those elements. 

In order to establish a framework in which skilled place- 
ment of the professional employee might work, a special study 
of 40 of our physical scientists of Ph.D. level was under- 
taken.? In this study an effort was made to learn the char- 
acteristics possessed by a successful ‘‘producing’’ research 
person. Test findings were correlated with worth ratings, 
made by directors of the two divisions concerned (physics and 

1See ‘‘Psychological Deficit as a Function of Stress and Constitution,’’ by 
G. R. Paseal. Journal of Personality, Vol. 20, pp. 175-87, December, 1951. 

2This study was conducted under the direction of Gerald R. Pascal, Ph.D., 


professor in clinical psychology, University of Tennessee, and Director of the 
University of Tennessee Psychological Services Center, Knoxville, Tennessee. 
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chemistry) and the laboratory’s research director. Karly 
conclusions point to a direct relationship between stability 
and productivity. Yet, because of the frequency of findings 
that in any other sample would bespeak deviation, one must 
re-tailor one’s usual criteria, and not exclude from research 
activity the neurotically ill. Were one to do so, perhaps many 
truths would remain locked and undiscovered in the research 
laboratory. 

Currently, a group of 80 students of the Oak Ridge School 
of Reactor Technology and a group of 40 visiting architectural 
engineers are undergoing testing and interview, so that even- 
tually data will be available which, when applied, will aid in 
predicting the ones most likely to be successful in the research 
environment. 

Orientation.—The emphasis on studying and knowing the 
employee as a ‘‘whole man,’’ is made known to the laboratory 
personnel in many ways. At the end of each week, an orien- 
tation program ’ is held for all new workers employed during 
that period. The medical director or the associate medical 
director, in his visual-aid-abetted 45-minute presentation, dis- 
cusses the reasons for the complete physical examination and 
outlines the services available in the health division. A 
portion of this talk covers the relationship of emotions to 
physiologic response, of interpersonal relations to job success, 
and the correlation of ‘‘worry’’ and somatic equivalents. 
The psychological orientation of the dispensary staff is passed 
on to the new group, so that it will be no surprise to them 
during a dispensary visit if they learn that on many occasions 
illness can be and is a form of behavior. 

Other educational efforts are found in the laboratory’s 
weekly newspaper, a four-page science-society-softball-safety 
saga, which carries a column on health—health in its broadest 
sense of total well-being. A listing of a few of the headline 
titles of this column will convey the spirit of this constant 
get-acquainted-with-mental-health approach: Child Responds 
to Gentle Care, The Thing Called ‘‘Mental Health,’’ Public 

1 See ‘‘Orienting the New Employee in the Services of the Health Department,’? 
by J. 8. Felton (Industrial Medicine, Vol. 16, pp. 519-25, November, 1947), 
and ‘‘Orientation of the New Employee by the Healt Division of an Atomic 


Energy Research Laboratory—A Four-Year Review,’’ also by J. 8. Felton 
(Industrial Medicine and Surgery, Vol. 21, pp. 107-10, March, 1952). 
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Affairs Pamphlet Provides Practical Advice on Mental IIll- 
ness, T'o-day’s Physician Needs Knowledge of Human Nature 
and ‘‘Emotional Disease,’’ and Early Environment Helps 
Mold Mental Health of Indwidual. 

In talks to groups of employees—a division, a department, 
or a craft—the subject of accident-proneness is reviewed, 
backed by local anonymous examples. The counseling pro- 
gram of the health division is discussed, and even when 
material is offered on radiation protection, time is taken to 
discuss the reasons for the observance of existing regulations, 
and the dynamics involved in disobeying them. 

In groups led by the associate medical director for weight 
reduction, reasons for overeating are developed through 
informal discussion among the group members. Such pam- 
phlets as the following are ever available in our waiting-room 
racks: Toward Mental Health, Mental Health is 1, 2, 3, How 
is Your Mental Health?, Scorecard for Parents, If Your Child 
is Slow, When Children Ask About Sex, and Eating Problems 
of Children. Exhibits and their matching posters, fabricated 
at the laboratory, as in one case, told the story of ‘‘The 
Triangle of Worry’’—the interconnections between mind and 
job, mind and peptic ulcer, and peptic ulcer and job. 

Program in Mental Health—Knowing of the efforts of the 
health division to improve the stress tolerance of the 
employee, supervision codéperates and refers to the health 
division individuals who present problems in work adjust- 
ment. Most gratifying to us, however, is the so-called 
self-propelled employee-patient who, recognizing that he is 
problem laden, comes in spontaneously, seeking help. Most 
productive in problem identification is the behavior-oriented 
staff of the health division. Insurance reports are scanned, 
and those bearing the private physician’s diagnoses of peptic 
uleer, migraine, ‘‘run down condition,’’ or ‘‘exhaustion,’’ are 
set aside, so that interviews with the employee can be held 
on his return to work after a period of absence for illness. 

The dispensary-visit recidivist who is constantly injuring 
himself, or presenting a chronic headache, or suffering from 
repeated weekends lost to alcoholism, or displaying any 
physical evidence of an underlying psychogenically created 
disorder, becomes known to eye-sharp industrial nurses, who 
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identify the true need for specialized investigation and care, 
and refer the worker to a staff physician. Particular thanks 
are owing to the swing-shift and night-shift nurses who, in 
their multi-hatted réles of mother-figure, confessor, ‘‘psy- 
chologist,’’ adviser, healer of wounds, and helper for all 
problems, recognize a psyche that needs retouching. 

Fairly frequently motion pictures on mental health are 
shown, ostensibly to the health division, but special guests 
are invited—special in the sense that they are those in need 
of psychotherapeutic help, and the picture may motivate them 
into securing that help. 

The group talks stimulate certain of the employees into 
asking for assistance. A most amusing incident took place a 
few months ago. A chemical technician stopped me on one 
of the laboratory streets and asked, ‘‘Doc, do you remember 
the talk you gave to the chemistry division?’’ I recalled a 
meeting six years ago in 1946. ‘‘Well,’’ he went on, ‘‘I’ve 
been thinking it over, and I’ve decided to come in and see you 
about a problem I have.’’ 

On occasion employees who have met with success through 
therapy have referred friends in for care. In keeping with 
what is being experienced in all physicians’ offices, patients 
will bring in clippings which they have culled from the slicks 
or the newsprint sheets which exclaim the latest in medical 
findings. Many of these refer to psychosomatic medicine, and 
allow the employee to ask if his condition might have a psycho- 
genetic element as a causal factor. 

The Problems.—These, then, have been the sources from 
which cases have come. What are the specific problems 
encountered in an industry in which the health service is 
watching the personnel with a keen appreciation of the réle 
of emotions in occupational behavior? So far as the serious 
disturbances are concerned, there are the depressed employees 
who need immediate psychiatric assistance and who are 
referred promptly for hospitalization. A rare schizophrenia 
is seen, most frequently as a recurrence of an old service- 
connected upheaval. The anxiety states are encountered, and, 
at lengthy intervals, the uncommon involutional or paranoid 
patient is found. 

For these, there is prompt identification and reference for 
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help, and for some of the latter, specific security measures are 
taken to preclude a premature return to the job. Of greater 
interest and importance, though, to the research effort, are 
the more subtle personality changes, the less well-defined 
symptomatologies, and the somatic manifestations clung to so 
desperately by the employee who is reluctant to admit that 
his disease may be psychogenic in origin. 

A research physicist finds that he is unable to concentrate 
on his work, and on doing a preliminary literature search, 
discovers that he reads and rereads a single line of a docu- 
ment, absorbing none of its content. Interviews reveal a 
seething domestic situation, beyond the ability of the patient 
to handle. : 

A brilliant engineer responsible for new developments in 
design work prohibits vacations for his group—many of 
whom, after round-the-year, six-and-seven-day work weeks, 
almost need sabbatical leaves, let alone the regular two-week 
vacation. As he drives himself, so he drives his men—and 
then wonders why a mass neurosis appears. 

A chemist offers the complaint that he knowingly alienates 
every one, and that he hears himself saying things that are 
derogatory and friend-repelling, but is unable to turn off these 
insulting verbal freshets. 

A carpenter with a moderate-to-severe sense of religiosity 
becomes preoccupied over his errant son, fails to keep a thumb 
away from the revolving blades of a jointer, and loses a 
phalanx; while a cafeteria attendant who for years has been 
preparing salads one day quite thoroughly slices a finger. 
Why? Worry over a son scheduled for Korea. 

A summer visiting professor, embroiled in the intra-depart- 
mental politics of academic life, comes to the dispensary for 
a sedative and presents a duodenal ulcer, hypertension, 
obesity, and hay fever. He accepts the etiologic explanations 
and utilizes his laboratory visit for some effective brief 
therapy. 

A research scientist comes in too often because of recurrent 
headaches, and investigation reveals an ambitious wife push- 
ing him constantly ‘‘to get ahead,’’ which means thrusting 
him into administrative posts, away from his first love, the 
laboratory. 
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The ill effects of these behavior patterns are seen in an 
increase in absenteeism, turnover, injuries, rest periods, and 
dispensary visits; a lowered production; a too heavy reliance 
on supervision; an impaired efficiency; and needless additions 
to the rumor factory. Apprehensions appear that need new 
and better methods of communication to allay. Further hurt 
to the industrial society is felt, for all—the supervisor, the 
fellow employee, the supervised—must protect themselves, as 
Kubie has put it, from the neurotic process brought to work by 
the aberrant personality. It is this impairment of interper- 
sonal relations that spells slowing of the research effort, and 
action directed toward preventive emotional maintenance is 
more than worth the effort. 

The Solution.—Currently, the philosophy held by the medi- 
cal director is that every physician in industry should be 
sufficiently familiar with deviant patterns of behavior and 
their correction to be able (1) to recognize a condition irre- 
spective of its guise; (2) to orient the employee-patient in 
understanding the cause and effect sequence; and (3) to out- 
line the therapeutic expectancy. His task is not to remove 
himself from a discomforting situation merely by saying, 
‘*You’ve got a headache. You better see the nerve doctor.’’ 
It is his assigned function to explain, clarify, discuss, and 
review the condition with the patient, so that he will be moti- 
vated into wanting help and accepting the specialist under his 
true title. 

Once accepted, what is the path taken? A consulting psy- 
chiatrist or a visiting psychologist will see the referred 
employee, with the purpose of determining whether the 
patient (1) needs frequent reassurance, which can be given 
by staff physician; or (2) can benefit by office or out-patient 
psychotherapy; or (3) needs to be institutionalized. Without 
giving any therapy on the job, one or the other of the con- 
sultants will discuss the situation with the referring physician, 
and local environmental manipulation will be undertaken, or 
the sources of specialized care will be made known to the 
patient, and frequent checks of progress will be made after 
he has been referred. 

In this brief review, an attempt has been made at painting 
the mental-health program at a research laboratory, It is 
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only through a constant appraisal of an individual’s ability 
to withstand stress and a guidance toward tolerance improve- 
ment ‘‘that man can function to his maximum capacity as a 
conscious, intelligent, rational, free human being.’’* 

To apply this program to the current productive scene, we 
believe that, based on the evidence at hand in this laboratory, 
all who have a relationship with industry—the private physi- 
cian, the psychiatrist, the employment officer, the medical 
director—should know that, with adequate medical surveil- 
lance and understanding by line supervision, the ‘‘nervous’’ 
employee can pull his load. He is needed vitally in to-day’s 
struggle for international homeostasis, and should be given 
every opportunity to serve as a functioning contributor to the 
world’s defense goods, and leave each day with a feeling that 
his work has been a satisfying experience. 

To reunite man, industry, and psychiatry, I would like to 
close with Dr. Donald Stewart’s definition of our field: 

‘*Oecupational health is that aspect of medical practice 
concerned, among other things, with achieving harmony 
between the capacities of any individual and the demands of 


his occupation. Inevitably it must take heed of qualities of 
mind and temperament as well as organic health; and from 
that point it spreads to embrace group reactions and attitudes 
and the consequences of these to the individual, to the worker 
group, and even to society at large.’’? 


1 Dr, John Romano, in a speech on ‘‘ Education for Professional Responsibility.’’ 
2 From ‘‘ Psychiatry as Applied to Occupational Health,’’ by Donald Stewart. 
The Lancet, Vol. 254, pp. 737-40, May 15, 1948. 





ASPECTS OF MENTAL HEALTH IN 
TEACHING AND LEARNING* 


PETER BLOS, Pu.D. 
Child Guidance Institute, Jewish Board of Guardians, New York City 


E meet at a time when the world is full of strife, con- 
fusion, distrust, and fear. To describe the present con- 
dition of man, I like to borrow Julian Huxley’s eloquence: 


‘*Our thinking is chaotic, our nerves are jumpy, we are prey to pes- 
simism and depression, we seem frightened of our human selves. Our 
half of the world lacks a common faith; the other half has had imposed 
upon it a crude dogmatic faith which can never satisfy free men. Above 
all, we have lost our sense of continuity, our long-term hope, and seem 
only able to concentrate on prospects of immediate disaster or immediate 
methods of escaping from it.’’1 


The educator has to view his work from a different position: 
in his effort to bring up children, he extends his influence into 
the future, and only there will he be rewarded in his ex- 
pectation of having contributed significantly to the formation 
of mature adults who are less susceptible to the disorganizing 
influence of fright and flight. After many years of disillusion- 
ment, we have come to realize that the accumulation of knowl- 
edge and the advances in technology—in short, the conquest 
of nature itself—have not automatically created a world that 
harbors happier people. 

The latest science to come to fruition is the science of man 
himself. Not until our lifetime did the working of man’s inner 
life become transparent. The potentials of the creative and 
destructive powers that lie in all of us, the conditions of life 
that lead best to man’s most mature achievements—namely, 
his humanity—and, further, the intelligible and orderly pro- 
gression of personality and character development—all these 
insights have filled our libraries during the first half of this 
century. It has become clear that since we conquered our 

* Address Gelivered at the Mid-Year Faculty Conference on Mental Health, 
Grambling College, Grambling, Louisiana, January 19, 1953. 

1 See ‘‘Knowledge, Morality, und Destiny,’’ by Julian Huxley. Psychiatry, 
Vol. 14, pp. 129-51, May, 1951. 
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natural environment, the sole disturber of our peaceful and 
creative pursuits is man himself. It has become apparent that 
our deepest suffering, our immense waste of human energies, 
are inflicted on man by man himself. 

It is this awareness of the refractory effect of man’s state 
of mind that found expression in the preamble to the charter 
of U.N.E.S.C.O. Its opening sentence reads: ‘‘Since wars 
are made in the minds of men, it is in the minds of men that 
peace will be established.’’ 

It is only good common sense to turn to the resources that 
the science of inner man has to offer and apply them to the 
bringing up of children. I should like to remind you that 
nothing has been more impressive, in all the voluminous re- 
search into the origins of attitudes and goals of man, than 
the repeated confirmation that these attitudes and goals are 
formed and anchored in childhood. A significant part of 
childhood’s destiny lies in the hands of its teachers, and rests 
on the influence that they can bring to bear on the meaning- 
fulness of school experiences, on good family life, and on 
sound community living. 

We have come face to face with the fact that the 27 million 
children now in our elementary and secondary schools are 
poorly prepared indeed for adult life if we do not make their 
personality development the pivotal point on which to con- 
centrate our efforts. Knowlege can be applied fruitfully and 
with social responsibility only when it operates in a human 
mind that is free from distorted emotions. This fact is 
demonstrated again and again in our guidance clinics and 
mental hospitals. We have to ask ourselves most searchingly : 
What are the essential needs of children in their formative 
years and how can we, as teachers, bring our influence to 
bear on the development of healthy personalities? We are 
asking, in effect, the question: What is mental hygiene? 

To this question, I like to give the following answer: Mental 
hygiene concerns itself with all those influences on the indi- 
vidual which make the orderly unfolding of human capacities 
possible. This unfolding follows a natural sequence of matura- 
tional stages, physically and emotionally, and leads ulti- 
mately to a way of life that is fruitful to the individual and 
in harmony with the values of the group to which he belongs. 
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These values are man-made and vary in different societies. 
Our own democratic credo makes two attitudes the foundation 
of our spiritual existence—namely, respect for the individual 
and his dignity, and the responsibility that every one indi- 
vidually assumes for his actions. This formulation, as you can 
see, leaves room for the responsible dissenter or the responsi- 
ble nonconformist. Mental health is, consequently, not syn- 
onymous with conformity. 

The rest of my talk I want to devote to material more 
directly related to the educative process and the principles 
of mental health—in essence, to the interaction of the two. 
By way of introduction, I must say a few words about a basic 
problem—namely, the place of constitution or heredity in our 
present-day thinking about personality. Up to the turn of 
the century—and many people still are at that point—con- 
stitutional factors dominated our approach to personality 
development. It was generally believed that each individual 
possesses in his genes a set of hereditary characteristics that 
will determine the physical and mental dimensions of its 
bearer—in fact, that the destiny of the individual was fixed 
by his genetic pattern or his genotype. 

Within the last twenty-five years a revolutionary change 
has taken place which has almost reversed the picture. 
Observations and research have revealed the incredible 
impressionability of the child in relation to his environment, 
for good or for ill. For example, children of feebleminded 
parents, when reared in good foster homes, showed a most 
remarkable development in intelligence as compared to the 
children of a control group who continued to live with their 
feebleminded parents. Since we are in a better position to 
control the environment than we are to control the genes, 
these new findings promised to open up boundless horizons 
on the educational frontier. Overoptimism developed, and 
parents as well as teachers felt that it was in their hands to 
mold children into whatever they believed to be most desirable. 

Research in the last ten years has struck a sobering note 
and brought constitutional factors back into our thinking, but 
with a different emphasis. The whole question has become 
more complex; the controversy of constitution versus environ- 
ment, of nature versus nurture, has become an argument with 
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false premises, because the two components interact and con- 
stitute reciprocal agents. We have come to see that certain 
patterns in the child—such as activity patterns, perceptual 
sensitivity, tempo and rhythms in bodily functions such as 
sleep, movements, eating, digestion, and so on—are constitu- 
tionally fixed and show a high degree of stability over the 
years. A very active child born into a family of more placid 
parents is constantly expected to behave in a fashion for 
which he is constitutionally ill equipped. In fact, such a child 
can develop nervous symptoms as a result of restraining his 
motility beyond tolerance from its natural flow. 

It is of particular interest for teachers to apply these con- 
siderations to the problem of intelligence. Intelligence, once 
considered to be fixed by heredity, has been shown to be 
influenced decisively by environment, within, however, indi- 
vidual limitations. While on the one hand we have come to 
realize that every child has educatable intellectual capacities, 
the degree of educability shows individual differences that 
are beyond our power to alter. Studies have shown that the 
1.Q. can be raised by stimulating experiences in childhood and 
particularly by emotional factors usually summarized as 
motivation. Attendance at nursery school, with enriching 
experiences in toys, play space, social contact, language, and 
perceptual stimulation, tends to supplement the limited stimu- 
lation that prevails in many children’s families. This point 
of view has been given recognition in the report of the 
Midcentury Whitehouse Conference on Children with these 
words: ‘‘It was, therefore, concluded that the intellectual 
differences between high and low economic groups are explain- 
able on the basic of the limitations or advantages in education 
and other important conditions of life that necessarily accom- 
pany these groups.’’? 

In assessing children’s intellectual functioning, the teacher, 
then, has to differentiate between constitutional capacity, envi- 
ronmental deficiencies, and emotional interferences. Should 
these three dimensions of intellectual functioning be clarified 
by observation over a period of time—possibly by testing 
also—then the teacher is in a position to base her expectations 


1 See Personality in the Making, edited by H. L. Witmer and R. Kotinsky. New 
York: Harper and Brothers, 1952. p. 46. 
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of a child’s learning as to rate and level on the solid basis of 
differential findings. This will enable her to bring to best 
fruition the latent capacities that the child possesses. If 
teaching can be done without too drastically overtaxing or 
undertaxing the child’s potential, a permanent contribution 
to his mental health has been made. 

I want now to become more specific in my discussion of 
mental health and the educative process. In order to accom- 
plish this, I asked myself: What are the mental conditions that 
best help man to maintain a feeling of well-being, to behave in 
a socially useful way, and to withstand the unavoidable vicissi- 
tudes of life? From my experiences with children, adoles- 
cents, and adults, I have abstracted four conditions that seem 
to me to embody what we refer to as mental health. I will 
trace the genesis of these conditions and will attempt to 
uncover the ingredients of experience that, through the years 
of childhood, have cumulatively led to a mental state con- 
ducive to a way of life useful to others and to oneself. 

The first condition I want to discuss with you can be sum- 
marized as the Sense of Personal Worth. This refers to a 
subjective conviction that it does matter in the world how I 
act, that my existence is of significance and value, that I am, 
so to say, entrusted with myself, to take good care of this 
trust, to protect its dignity, to cherish its hopes, and to assuage 
its yearnings. You realize already from the way I have 
phrased the description that the sense of personal worth is 
the indelible imprint in the self that is made by the significant 
relationships of childhood. This sense of personal worth goes 
always parallel with a trusting attitude toward life, a confi- 
dence in possible fulfillment and betterment. In contrast, the 
absence of the sense of personal worth leaves the growing 
child with a perpetual distrust, pessimism, and cynicism. 
Such a person will find any retaliatory and exploitative 
behavior, with its contempt for human dignity, irresistible. 
Such propensities eventually lead to character distortions, 
which make the individual an easy prey to illness, criminality, 
or ideological fanaticism. All these results are destructive 
either of the self or of others or of both. These grave con- 
sequences warrant careful scrutiny of the problem. 

The child’s concept of himself is the result of the attitudes 
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that the significant persons of his life have had toward him. 
Acceptance and belongingness have in a real sense their 
origin at the mother’s breast. This early beginning, however, 
is followed up by other influences, among which those of the 
teacher are of great significance. Unstable or shaky self- 
esteem is in large part traceable to the unstable and shifting 
attitude that adults have toward children. Children please 
the adult when they live up to expectation, and they are 
rejected when they disappoint their elders. This shift in the 
attitude of the teacher, whose own security is greatly enhanced 
by the conforming child, becomes indelibly manifest in the 
child’s low self-esteem, in the shifting pattern of loving and 
hating himself. 

A reasonable degree of stable relationship between teacher 
and child is essential for the maintenance of self-respect, 
without which a child cannot develop normally. Destructive 
practices and attitudes of teachers that creep easily—even if 
only in miniature editions or in latent phantasies—into the 
daily classroom life are those of shaming and belittling, dis- 
trusting and humiliating. These practices destroy the bud- 
ding self-esteem in the child and lay the foundation for a self 
low in self-esteem and consequently low in the regard of 
others. The child who has the confidence that he can count 
on his teacher can also constructively accept criticism and 
blame from her. 

I remember a ten-year-old boy, Freddie, who was brought 
up by his grandparents after his own parents had been 
divorced during his first year of life. One day his mother 
came to visit him after years of absence. The child told the 
principal that his mother had arrived, and that she had 
invited him to see her early in the afternoon. The principal 
asked Freddie whether he had completed his work, and 
Freddie answered truthfully that he had. The principal then 
asked the child to get a note from each of his teachers to 
confirm this. The child pleaded with the principal, saying 
that he would be late for the visit with his mother. The prin- 
cipal, interested only in the school routine, overlooked the 
rising anxiety in the child and told Freddie that he had to do 


as told. 
The principal’s distrust and disregard for the child’s feel- 
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ings so infuriated Freddie that he ran out of the school build- 
ing to meet his mother. While passing through the entrance 
door he made a vow never to set foot in this school again. In 
fact, he never did. This story needs no commentary; it 
speaks for itself and high-lights the point I have tried to make. 

We come now to the second condition of mental well-being— 
namely, the Capacity to Distinguish between Internal and 
External Events, Between Feelings and Facts. This capacity 
enhances our ability to think rationally, to judge justly, and 
to act realistically. The division between our feeling life and 
the world outside is vaguer in most of us than we like to think. 
Phantasies merge with perception of the outside world and 
place our thinking easily on shaky ground. Thinking under 
such conditions is far from realistic. Only when we can 
clearly see which sensations arise within ourselves and which 
have external sources are we in a position to think realisti- 
cally. This mental state carries a feeling-tone that can be 
described as a sense of mastery and sureness in response, a 
compactness as to the feeling of self, and a sure orientation 
in the ocean of physical and emotional events that engulfs us. 
Psychologists describe this condition in terms of ego bound- 
aries. This concept, in fact, has become a cornerstone of the 
normal personality. 

As you can see, the condition that I am describing here is 
closely related to the cognitive processes and is, therefore, 
of particular concern to teachers. The cognitive capacity to 
perceive correctly inner and outer events passes through 
several stages until it reaches its full development. The 
ability to think is not only useful in enabling us to add up our 
grocery bill correctly, but it represents a faculty that 
strengthens the division of self and outside, a division that 
does not exist in the young child. You are all familiar with 
the child’s confusion of his own feelings with that of others, 
of blaming the mother for his pain and kicking the chair into 
which he bumped accidentally. Children, when angry, feel the 
other person is angry and act on that premise. Needless to 
say, such action has a high degree of self-reference; it is 
inappropriate and disrupts the communication between the 
individual and the people around him. It is surprising to see 
similar processes, however more subtle and devious, operat- 
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ing in older children and adults to the detriment of their 
personality integration. 

To give a concrete example, let us take an every-day situ- 
ation. We are all familiar with the fact that children—more 
than is usually realized—attach fears and phantasies to their 
school life and to the teacher in particular. These appre- 
hensions in children—related to fears of failure, of inability 
to understand, of punishment, of parental disappointment, of 
competitive-aggressive behavior, or physical injury, and so 
on—these apprehensions in children can be used for conform- 
ing and controlling purposes by the teacher. This, however, 
results in phantasy elaborations that blend with reality. A 
loose grasp of reality represents always a serious threat to 
mental health. What can be done? 

The fact that children experience emotions in relation to 
learning and school life should be recognized and made part 
of the learning experience. In order to prevent unhealthy 
elaboration in children, their active participation in classroom 
life, their free expression of feelings, and their opportunity 
for creative activity are basic requirements of sound teaching. 
The more real as a person the teacher can be in her relation- 
ship to the children ske teaches, the more clearly they can see 
her, experience her, and test their opinions about her. Under 
these conditions the teacher ceases to be the target for the 
projection of children’s phantasies. It follows that their 
grasp on reality will be more firm and, consequently, that they 
will be more interested in learning and more objective in rela- 
tion to subject matter. This, needless to say, is the state in 
which learning can take place best and most successfully. 

The third condition that deserves our attention is the 
Capacity to Tolerate a Modicum of Tension. You know that 
the threshold of tension tolerance in the young child is very 
low and that an uprising urge is not quieted until gratified. 
The postponement of gratification and the substitution of 
primitive gratifications by socially valued activities is edu- 
cation’s main endeavor. 

Let me explain: It is quite normal for the one-year-old, 
when the sensation of hunger makes itself felt, to become 
absorbed by the wish for food. In the ten-year-old, we expect 
that slight hunger sensations will not absorb all his attention 








MENTAL HEALTH IN TEACHING AND LEARNING 563 


and render him unable to pay any further attention to the 
task at hand. We can expect that the knowledge that lunch 
time will come at the regular hour makes possible a suppres- 
sion of disturbing and distracting sensations. 

The same thing, of course, is true of all the inner urges and 
affects: that continuously arise within us and threaten to 
disrupt our orderly activities. Some of these urges and 
affects—such as, for example, aggression—cannot find direct, 
uninhibited expression; they need a modified, socially accept- 
able outlet, usually called sublimation, as in organized games, 
in dramatic productions, in mastery of skills, and in the solv- 
ing of problems. I might remind you that we speak of 
‘‘tackling a problem’’ and ‘‘ putting our teeth’’ into a difficult 
task. 

What I am saying here is simply that the child has to 
experience anxiety in order to develop devices to master it. 
It becomes a question of dosage and timing. This runs 
counter to what you might have heard over many years— 
namely, that anxiety is an unhealthy affect and should be 
avoided at all cost. Is it not a distortion of the realities of 
life when we pretend to children that there is nothing to be 
afraid of? ‘*We have nothing to fear but fear itself,’’ as 
F. D. R. once said? One fear that cannot be wholely eradi- 
cated is the fear of our inner conflicting desires. 

In the effort to spare children the unpleasant feeling of 
anxiety, educators recommended self-expression as the safest 
road to emotional security. It was assumed that, with a maxi- 
mum of gratification, the child would grow automatically into 
an individual not burdened by repressions. This has proved 
not to be true because the disintegrating interference of 
tension against which the child had not developed workable 
defenses left him weak and unstable. Conflict is part of life; 
to permit the child to experience conflict and, with the help 
of the teacher, arrive at a satisfactory solution, is part of the 
teacher’s task. It is a most delicate balance that the teacher 
must maintain between the child’s self-expression and adult 
direction, between giving immediate gratification and impos- 
ing postponement or suppression. As teachers, we should not 
be afraid of creating conflicts in children as long as they 
remain within the child’s capacity to master productively. 
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One such experience of a fourth-grader I should like to tell 
you. Mike loved to read. His teacher was pleased by the 
boy’s enthusiasm and whenever he wanted to go to the library, 
he got permission. What the teacher did not notice was the 
fact that Mike always was overcome by the urge to read when 
time for arithmetic came around. The teacher in the fifth 
grade realized that Mike had not the vaguest idea of the multi- 
plication table. Since Mike was a bright boy, she gave him an 
ultimatum: either you know your tables by Christmas or you 
go back to the fourth grade. What did Mike do in this con- 
flict? He learned his tables. 

As a postscript to this story, I might add that Mike became 
an extremely able student of mathematics in high school and 
college. 

I cannot leave this point without letting John Dewey speak. 
He warned the educator many years ago ‘‘that the proponents 
of freedom are in a false position as well as the would-be 
masters and dictators. There is a present tendency in 
so-called advanced schools of educational thought to say, in 
effect, let us surround pupils with certain materials, tools, 
appliances, etc., and let pupils respond to these things accord- 
ing to their own desires. Above all let us not suggest any 
end or plan to the students; let us not suggest to them what 
they shall do, for that is unwarranted trespass upon their 
sacred intellectual individuality since the essence of such 
individuality is to set up ends and aims. Now such a method 
is really stupid. For it attempts the impossible, which is 
always stupid; and it misconceives the conditions of inde- 
pendent thinking. There are a multitude of ways of reacting 
to surrounding conditions, and without some guidance from 
experience these reactions are sure to be casual, sporadic, and 
ultimately fatiguing, accompanied by nervous strain.’’* Let 
us not forget John Dewey’s admonishment that the teacher, 
even in the most modern conception, has a place as an active 
and directive adult in the child’s life. 

A fourth condition of man that is identical with mental 
well-being is Self-Realization in an Accepted Réle. By this 
I mean the feeling of identity that a person possesses, which 


1 *¢Individvality and Freedom,’’ by John Dewey, in Intelligence in the Modern 
World. New York: The Modern Library, 1939. pp. 623-4. 
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is to say ‘‘the awareness of the fact that there is a self-same- 
ness and continuity to the ego’s synthesizing method and that 
these methods are effective in safeguarding the sameness and 
continuity of one’s meaning for others.’’* 

This sense of identity takes shape in adolescence, but 
preparatory steps precede its definite achievement. As 
educators, we must ask ourselves whether we are preparing 
children to use what they learn in the positions that they will 
assume in society. This does not imply that an adjustment 
to the status quo is to be favored, but rather that the recog- 
nition of social facts as they are is basic for intelligent action. 
Lucid awareness of one’s social position is not identical with 
passive acceptance of it. It has, for example, contributed 
immensely to the feeling of frustration in women that they 
were in large numbers exposed to the stimulating experiences 
of college education and later were in no position to apply 
their learning in any socially useful réle, but rather had to 
content themselves with the status satisfaction that they owed 
to their degree. Obviously, the remedy is not to stop educat- 
ing women, but to make them aware of the problem that the 
highly educated woman in this society is bound to meet. 

We have to see to it that a curriculum is related to the 
realities of the life of the children for whom this curriculum 
is devised. Otherwise, school and life lie far apart, and ideals 
of achievement are allowed to flourish in children’s minds 
which outside the classroom are contradicted by the social 
organization to which they belong. 

The discrepancy between individual aspirations and the 
restrictions and taboos of society can result only in frustra- 
tion and resentment. The school—especially in the case of 
minority groups—has to acquaint children with the social 
realities of their caste and class and assist them in developing 
clear-cut attitudes, awareness, and behavioral techniques to 
cope with these. Only from a clear understanding of the 
social realities in which a person finds himself can a course 
of action develop that will bring about social change. Demo- 
cratic institutions, which inherently favor the process of social 

1 See ‘‘Ego Development and Historical Change,’’ by Erik H. Erikson, in The 


Psychoanalytic Study of The Child. New York: International Universities Press, 
1946. p. 363. 
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evolution, can be used rationally only by individuals who are 
acquainted with the operation of such institutions. 

These are processes that children can learn in the classroom 
in solving the difficulties of their own miniature societies, and 
this experience will lead later to a clearer recognition of the 
social réle potential with which the adolescent can identify 
himself. If the adolescent can do this realistically, without a 
feeling of failure, without self-deprecation or self-blame, then 
we have achieved our educational purpose. 

The teacher cannot do this alone; society has to do its share 
also and adjust its organization to protect the self-develop- 
ment and the dignity of all its members. Social progress 
takes place through the wider distribution of knowledge, 
understanding, and awareness of individuals, which in turn 
forces social institutions to adapt themselves to these chang- 
ing conditions. 

You will be relieved to hear that the teacher is not expected 
to work miracles., Nevertheless, in thinking back over what 
I have said, the task of the teacher seems gigantic. It stands 
to reason that the teacher’s task is a difficult one. Therefore, 
the training for the teaching profession or the selection of 
prospective teachers is of the utmost importance in terms of 
the mental well-being of children. 

It has often been asked what the motives are, why people 
choose to become teachers. Do they love children, or do they 
love long vacations, or perhaps the status that goes with the 
profession and the fairly secure position? I venture to say 
that only a person who is genuinely interested in children can 
exert a formative influence on a child that will outlast in sig- 
nificance most of the subject matter it has learned in school. 
Just remember for a moment the teachers you had when you 
were a child. We have all had a teacher who has made an 
unforgettable impression on us. 

At this point I like to sound a note of caution. Having a 
good relationship to children does not blow away all the 
teacher’s troubles; indeed it creates new ones. It is a known 
fact that children easily ignore the teacher who has no mean- 
ing for them and that they involve a beloved teacher in all the 
personal and intimate conflicts of their young lives. To illus- 
trate, let me tell you the story of Jack and his teacher. 
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Jack was twelve years old and his teacher, who had him 
for the second year in her class, had always got along splen- 
didly with this often willful and impulsive lad. They were 
on good terms and it seemed nothing could happen that they 
could not straighten out. No wonder that Miss Jones was not 
overly alarmed when Jack started trouble. He got into the 
habit of disturbing the class, of interrupting, of falling from 
his chair, dropping books, talking back and ‘‘being fresh’’ to 
the teacher. 

Miss Jones talked to him kindly, but Jack did not change. 
He got worse; he neglected his home work; he became sullen 
and indifferent. Miss Jones ignored the disturbances that 
Jack created, but this tactic did not bring any noticeable 
improvement either. She had been kind, understanding, 
tolerant, and patient—what had to come next? Obviously 
punishment. Correct. But punishment without effect. At 
this point, after many months of struggle, Miss Jones asked 
me to talk with Jack because she was at a loss what to do next. 

Jack came to see me. I knew of his behavior difficulties, but 
I knew almost nothing about his life outside school. I knew 
only one fact which Miss Jones had told me—namely, that he 
had an older brother and‘no father; his father had deserted 
the family when the child was an infant. 

Jack didn’t mind talking to me. In response to my ques- 
tions about the trouble in Miss Jones’ room, he poured out a 
stream of accusations: Oh, Miss Jones! What a teacher! 
She had been nice once, yes, but she had changed. Now she 
doesn’t care about her students; she only thinks of herself. 
Jack told me that he had seen her downtown—yes, running 
around with men. She has nothing else in her head but her 
own fun. So it went on and on. 

Since I knew Miss Jones, I knew that Jack was phantasying 
about her. But he was saying something, he was accusing 
somebody, and I guessed who it was. I said to Jack: ‘‘Does 
your mother think of remarrying?’’ Jack looked at me with 
astonishment: ‘‘Who told you?”’ 

We can see from this episode that Jack made himself so 
unpleasant with Miss Jones precisely because he was on such 
good terms with her. He lived out the conflict with his mother 
in relation to a mother-figure, his teacher. The good relation- 
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ship between Miss Jones and Jack made it almost impossible 
for the teacher to resolve this conflict herself. Such incidents of 
sudden disruptions in a good relationship will always happen 
to teachers. The source of the trouble cannot always be found. 
The teacher has to understand that children will act out in 
relation to her; then it will be easier for her not to become 
personally hurt by the child’s action, but to continue to feel 
toward the child as she did before the crisis. 

One reason why it is so difficult to be a good teacher lies in 
the fact that some of our own childhood problems are still 
with us. There is nothing abnormal about this. The best we 
can do is to search ourselves and keep an observant eye on 
our own reactions as well as on those of the children in our 
care. How often, when I have discussed with a teacher her 
classroom problems, have we come to realize that her selective 
and severe reaction to children’s behavior was due to the fact 
that such behavior confronted her with precisely those trans- 
gressions—be it lying or cursing or showing off or messing— 
which the teacher in her own childhood could control or sup- 
press only with greatest difficulty. 

These problems are not solved only by studying psychology ; 
the teacher has to study her own reactions and try to under- 
stand herself. Since it is of such great importance to have 
mature and understanding teachers, training institutions may 
well consider facilities that will enable young teachers-in- 
training to receive help with those personal problems which 
interfere with their professional usefulness. Counseling with 
a mature and experienced person can be of greater practical 
benefit than textbook studies in psychology alone. The pro- 
spective teacher begins her training during the years of late 
adolescence, which are emotionally difficult years. Only as far 
as teachers can themselves arrive at a state of mental well- 
being can they lay the foundation in children for the growth 
of emotionally stable adults, with a sturdy capacity for love 
and for work. 

In closing, I will read to you a passage from a lecture by 
General Chisholm, that great Canadian who has devoted him- 
self passionately to the reéstablishment of a peacetime society. 
He says, in his William Alanson White Memorial Lecture ?: 


1S8ee ‘*The Reéstablishment of Peacetime Society,’’ by G. B. Chisholm. 
Psychiatry, Vol. 9, pp. 1-35, February, 1946. 
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‘The most important thing in the world to-day is the bring- 
ing up of children. It is not a job for economic or emotional 
misfits, for frightened, inferiority-ridden men and women 
seeking a safe, respectable, and quickly attainable social and 
emotional status, nor for girls filling in their time before mar- 
riage. Fortunately there are recent signs of intellectual 
stirrings amongst teachers which give some hope. To be 
allowed to teach children should be the sign of the final 
approval of society.’ 
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ETROLENTAL fibroplasia (R.L.F.) is a recently discov- 

ered disease of the eyes which sometimes occurs in pre- 
mature infants. Though first described by Terry * in 1942, 
it is rapidly becoming the most frequent cause of blindness 
during childhood.? Half of the kindergarten class at the 
Perkins Institution and Massachusetts School for the Blind 
in 1950-1951 had lost their vision because of this condition. 
The eyes appear to be normal at birth; within a few weeks 
there is engorgement of the retinal vessels, which may be fol- 
lowed by hemorrhage, retinal detachment, and other irre- 
versible changes. Many investigators have felt that children 
with R.L.F. are otherwise normal. Neither blindness nor 
prematurity seems to exert any adverse effect on their 
development. 

Disturbances of behavior and thinking can be serious com- 
plications. Some children with R.L.F. give the impression 
of mental retardation;* other cases have been destructive or 

* From the Department of Neurology and Psychiatry of the Harvard Medical 
School and the Psychiatrie Service of the Massachusetts General Hospital and 


the Perkins Institution and Massachusetts School for the Blind. Aided by a grant 
from the Foundation for Vision. 

1See ‘‘Extreme Prematurity and Fibroblastic Overgrowth of Persistent 
Vascular Sheath Behind Each Crystalline Lens, I. Preliminary Report,’’ by T. L. 
Terry. American Journal of Ophthalmology, Vol. 25, pp. 203-04, February, 1942. 

2S8ee ‘‘Retrolental Fibroplasia—Incidence in Different Localities in Recent 
Years and a Correlation of the Incidence with Treatment Given the Infants,’’ 
by V. E. Kinsey and L, Zacharias. Journal of the American Medical Association, 
Vol. 139, pp. 572-78, February 26, 1949. 

8 See ‘‘ Congenital Encephalo-Ophthalmie Dysplasia,’’ by A. C. Krause. Archives 
of Ophthalmology, Vol. 36, pp. 387-444, October, 1946. 
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assaultive. The prognosis for children who are emotionally 
disturbed as well as blind is not bright; those who are un- 
manageable may ultimately, without psychotherapy, be com- 
mitted to institutions as ‘‘feebleminded’’ or ‘‘insane.’’ 
Disturbances of behavior occur with some cases of R.L.F., 
but not with others; the reason for this difference has not been 
explained. Children with normal vision may become behavior 
problems or emotionally upset from a variety of causes; it 
seemed that in R.L.F. similar explanations might apply. A 
group of children at Perkins were studied to determine possi- 
ble antecedents of maladjustment. Although a quantity of 
data were collected, this report will present only certain 
positive findings. Negative or equivocal results will be 
omitted. The facts discovered concern attitudes of the chil- 
dren’s mothers as related to success or failure at school. 
Methods of Study.—Seventeen students with R.L.F. formed 
the experimental group; thirteen with other types of blind- 
ness served as controls. All children had been recently ad- 
mitted to the kindergarten class, their ages ranging between 
five and seven. Because they were too young for school 
grades or course examinations, some technique was needed to 
measure adjustment at school. The group was small enough 
for teachers and house mothers to make detailed observations 
on each child. All children were rated for the following ten 


specific traits or attitudes: 


. Coéperative. (Obedient to reasonable requests and demands.) 
. Happy. (Free from tears, fears, and temper tantrums.) 
. Plays with other children, 
. Affectionate. , 
. Righteous indignation. (Reaction of anger if unfairly treated.) 
. Apparent comprehension of requests. 
. Pride or pleasure in own accomplishments. 
. Ability to carry on simple conversations. 
9. Satisfactory maturation for chronological age. (Ability to take 
care of self, such as eating, toilet needs, motor ability.) 
10, Ability to relax and outstanding number of mannerisms, (This 
applies especially to blindness.) 


aS2nrNQIan rr wD 


While the use of any trait names could be challenged, the 
ones chosen are vlear, are commonly used, and seem reason- 
ably descriptive terms to indicate social adequacy. 
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In seoring, the following scheme was used: ‘‘Very’’ = 3; 
‘*Moderate’’ = 2; ‘‘Slight’’ = 1; and ‘‘None’’ = 0. By this 
substitution of numerical values for the customary terms, 
‘‘very,’’ ‘‘moderate,’’ and so on, each judgment was subse- 
quently converted into quantitative terms. In this way a com- 
posite figure was obtained which represented the average 
ratings of the ten different traits. The average ratings were 
considered an Index of School Adjustment for each child. 

Ten observers—teachers and house mothers—acted as 
judges, each judge giving ten ratings for every child. In this 
way one hundred measurements of social adequacy could be 
secured for a single student, although in some cases fewer 
than one hundred ratings were obtained. By averaging to- 
gether all judgments for each student, any bias or errors of 
observation were reduced to a minimum. 

While data on school adjustment were being secured, a 
social worker was evaluating the home backgrounds. As 
many relatives as possible were interviewed, the homes were 
visited, and family as well as social environments were rated. 
A large variety of topics had been designated for investiga- 
tion; all observations were summarized and transcribed on 
a single large sheet of paper. When the assembled data were 
inspected, many of them, such as family income, number of 
siblings, and so on, seemed to be unrelated to adjustment at 
school, and will, therefore, not be reported here. 

One attitude that had been selected for evaluation was 
maternal rejection. The criteria for this were somewhat 
subjective. Rejection might be demonstrated in various 
ways. Some families were unable or unwilling to prepare 
their children so that they could take their places in the kinder- 
garten. Other parents had so little sense of responsibility that 
they actually preferred to send their preschool children away 
from home for extended periods. One mother, who was un- 
married, deserted her child completely. In another instance 
a mother refused to allow her child to learn to walk, ap- 
parently to gratify her own neurotic needs by keeping her 
infant completely dependent. In general, rejection was felt 
to exist wherever there was (a) lack of real affection for the 
child; (b) no thoughtful planning or preparation for school; 
(c) failure to seek adequate medical care; (d) avoidance of 
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responsibility; (e) gross overprotection; and (f) physical or 
emotional neglect. 

Evaluation of rejection was concerned primarily with the 
natural parents of the child. It was discovered that the 
mother’s attitude was more important than that of other 
members of the family. 

After the home visits were made and the ratings noted, 
they were compared with those made by another social worker 
who knew the family. In most cases there was little difference 
of opinion between the two observers, each making her rat- 
ings independently. 

To indicate the type of situation that has been designated 
as maternal rejection or incompetence, the following notes 
made by the social worker will serve as illustrations. 


*“C.B.’s mother said that his aunt, who lived in Texas, was better 
equipped to take care of him than she was, although the mother seemed 
perfectly competent and able to do this herself. The impression of the 
social worker was that she actually did not want to have to cope with 
him.’’ 


‘¢P.H.’s mother was mentally ill and had to go to a mental hospital, 
so the child was put in a foster home which was subsequently termed 
unsuitable by the 8.P.C.C. After the mother’s return home, P. joined 
her for a short time, but he was very unhappy. A new baby was much 
favored and P. was continually ‘shushed.’ Although his mother did not 
seem to be consciously rejecting him, her attitude was, nevertheless, one 
of rejection.’’ 


‘*J.S.’s mother had a home that was far above average, but she was 
preoccupied with her social interests and he was turned over to a nurse 
girl. His mother gave her children little personal care or affection.’’ 


‘¢*E.W.’s mother deliberately kept her as a baby in order to secure 
more help from various agencies. However, after E. had been at Perkins 
a year, her mother did not wish to be bothered by her care. When 
vacation time arrived, E. was sent to a foster home. Her mother then 
had a disagreement with the foster mother, so E. returned to her own 
home. After a few days, her mother sent her away again—this time to 
the Home for Little Wanderers. The reason given was that the mother 
‘needed a vacation,’ and E. was ‘too trying’ and ‘demanded too much 
attention.’ The mother was unwilling to take her to the playground or 
go on walks with her. She felt it was too much trouble.’’ 


‘*D.M.’s mother was actually incompetent and was receiving treat- 
ment at a psychiatric clinic. She was able neither to correct the child 
nor to teach her. Her attitude was one of overprotection.’’ 


‘*B.K.’s mother lived in a charming house, but appeared to be unin- 
terested in B.’’ 
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‘*B.U. was illegitimate. His mother deserted him and turned him over 
to the division of child guardianship. His foster mother was fair.’’ 


‘*M.K. was also illegitimate. Her foster home was not bad.’’1 


**D.0.’s mother worked, was away from home much of the time, and 
did not appear to love either of her children, Both of them masturbated 
excessively.’’ 


‘*N.P.’s entire household was dominated by N.’s grandmother. N.’s 
mother was tremendously obese and did not permit N. to make any noise 
because it might bother the neighbors. She was ‘never able to do any- 
thing with the child.’ The grandmother was too old to take proper care 
of her.’’ 


On inspection of the data, it was evident that several chil- 
dren who had been rejected by their mothers were having 


difficulty at school. 
Another set of attitudes that. were investigated might be 
termed ‘‘maternal interest.’’ Nine descriptive terms were em- 


ployed as indices: 


. Physical care. 

. Interest. 

. Affection. 

. Praise and encouragement. 
. Training. 

. Planning. 

. Discipline. 

. Scolding. 

. Punishment. 


1 
2 
3 
4 
5 
6 
7 
8 


© 


Notation was made after each item to signify which rela- 
tives (mother, father, grandfather, and so on) were con- 
cerned with training, in order of importance. Maternal train- 
ing was, as might be anticipated with small children, en- 
countered more frequently than paternal. The ratio of ma- 
ternal to paternal items was almost three to one. 

Adequacy of training in each instance was denoted by nu- 
merical value on a zero to four basis, and the ratings for the 
several items were added together to secure a measure of 
maternal training. Thus, L.R. was rated as 3M, 3F for af- 
fection (indicating more than average from both parents) and 
0 for training. Her total score for maternal-training items 
was 23 and for paternal, 12. 

1It is interesting to note that the social adjustment of both these children, 


B.U. and M.K., was better than thrt of the children who were brought up by 
their own mothers if the latter were incompetent or neglected them. 
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It seemed clear from the work sheet that a number of chil- 
dren with good maternal training were frequently regarded 
as successful. Since maternal training appeared to be re- 
lated to good school adjustment and maternal rejection to 
failure, a more precise evaluation seemed indicated. 

Results.—Maternal rejection and maladjustment are closely 
related in the experimental or R.L.F. group: the child who 
is not accepted at home does poorly at school. The data are 
shown in Table I. The relationship is striking: almost every 


TABLE I.—MATERNAL ATTITUDE, MATERNAL TRAINING, AND ADEQUACY OF 
ScHooL ADJUSTMENT IN RETROLENTAL-FIBROPLASIA CASES 


Maternal 

School rejection or Maternal 
adjustment inadequacy training 
.65 23 
57 17 
.53 22 
46 20 
46 26 
45 23 
.37 19 
32 19 
31 18 
16 15 
. 86 7 
67 19 
. 66 17 
45 6 
.31 
.15 
34 


* Parents refused to codperate, so data not available. 
¢t See case study below. Boy was withdrawn from school by parents. 
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rejected child was poorly adjusted. The converse also was 
true. All of the children whose mothers accepted them were 
well adjusted at school. Predictions regarding success or 
failure at school might have been made on the basis of whether 
or not children had been rejected at home; such a prediction 
would have been correct for fourteen of the fifteen children. 
The difference has a high degree of reliability. Details are 
given below under ‘‘Statistical Findings.’’ 

If we go beyond the fact of mere rejection or its absence, 
we find that maternal training is related in a positive sense 
to good adjustmert. The five students whose ratings for 
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maternal training were highest in the experimental group 
were all well adjusted; the four whose scores for maternal 
training were lowest were poorly adjusted. The coefficient of 
correlation between maternal training and school adjustment 
is +.62. This figure is statistically significant, beyond the 
1-per-cent level. 

For children with other forms of blindness, the data are 
shown in Table II. Although blindness in this group is due 


TasLe II].—MATERNAL ATTITUDE, MATERNAL TRAINING, AND ADEQUACY OF 
ScHooL ADJUSTMENT IN CONTROL STUDENTS 


Maternal 
School rejection or Maternal 
Student adjustment inadequacy training 
2.72 0 10 
71 R 13* 
62 21 
50 20 
47 25 
43 23 
37 21 


bt pro 


25 
21 
76 
17 
- 60 


2. 
2 

2. 
2. 
2. 
2. 
2. 
By 


* State ward. 


to many causes, the relationship between maternal care and 
school adjustment is in general similar to that noted for 
children with R.L.F. Those whose maternal training is above 
average (scores of 20 or above) are all well adjusted. These 
findings are less significant than for children with R.L.F., but, 
nevertheless, are confirmatory. 

Case Study—tThe following case is an illustration of a 
severe disturbance in a child from the study group. He ad- 
justed so poorly that his parents withdrew him from school. 

This boy was admitted to the kindergarten at Perkins in September of 
1950. He was then seven years, ten months old. His face was rather 
expressionless, and he constantly poked his fingers into his eyes. He 
liked to bounce on a bed or couch and would have temper tantrums if he 
was expected to wear shoes. He was extremely withdrawn, had no 
interests, and nothing held his attention more than a few seconds. He 
cried easily, went into rages, and would scream or roll on the floor if any 
control was attempted. 
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His behavior was characterized by impulsive movements, such as head 
banging. His method of orienting himself to his environment was by 
mouthing things. He refused to eat with a spoon and ate only with his 
fingers. Frequently he would bite himself, withdraw from a group, and 
slap himself, He never adjusted to strangers, so that it was impossible 
to make a good relationship with him. He had very little speech and 
what he did have lacked originality, and consisted largely of repeating 
words or phrases that he had heard adults say. 

Birth and developmental history.—Delivery was normal after a seven 
months’ pregnancy. Birth weight was three-and-one-half pounds. For 
two weeks he was in an incubator and was kept in the hospital four 
months, at which time he weighed five pounds. He spoke a few words at 
one-and-a-half years, began to talk by the age of two, and by three-and- 
a-half years was speaking in short sentences. He stood at the age of two 
and walked without aid at two and a half, 

It was not until he was one-and-a-half years old that his mother first 
noticed ‘‘spots’’ in his eyes. She took him to an eye clinic where a 
diagnosis of retrolental fibroplasia was made. ‘This was confirmed by 
pathological report following operative procedure. His vision was diffi- 
cult to evaluate, but was apparently limited to possible light perception. 

Family history.—Family history was reported negative for blindness or 
psychiatric illness. 

Social history.—The father comes from the Maritime Provinces. His 
occupation is salesman. He is serious, openly critical of the school, and 
complains that his child was subject to discrimination and that other 
children received preferential treatment. The mother is fifteen years 
younger than her husband. She is a shy, undemonstrative woman who 
has great difficulty in making a positive or meaningful relationship with 
this child. She has not been able to help or direct him and is ineffective 
in training him or coping with his problems. She appeared to recognize 
some of his needs, but was reluctant to ask for help. When she did, she 
was unwilling to accept suggestions or advice. The mother seldom took 
the child out in public, so as to avoid any discussion of his blindness. 
Her attitude toward his backwardness was complacent. She felt that he 
would develop when he was ‘‘ready.’’ Consequently, she made no effort 
to teach him in spite of many suggestions that she should do so. 

Course at school—His progress at Perkins was unsatisfactory. His 
behavior was characterized by continued erying and impulsive scratching. 
His biting and pinching were a constant threat. He had to eat by himself 
because the other children were afraid he would hit them. After about 
six weeks, his father insisted on removing him from the school. The 
parents blamed the school for his failure to adjust while there. They 
were bitter and hostile and at first were unwilling even to consider 
psychotherapy at a psychiatric clinic. 

Because of his removal from school near the beginning of the school 
year, the social worker did not visit his home to make a formal rating of 
parental attitudes. However, the ophthalmologist who was examining 
the boy’s eyes made a note in the hospital record that was revealing: 
‘*The mother has almost no insight.’’ 


Statistical Findings.—Although the number of cases (seven- 
teen) in the experimental group is small, it is possible to use 
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mathematical procedures to determine whether the findings 
are statistically significant. In the experimental group, the 
average Index of Social Adjustment is 1.74 for the rejected 
and 2.47 for the non-rejected children. Using the ‘‘student’s’’ 
t-test, the difference between these two averages gives a t-score 
of 3.9. In terms of probability, there is less than one chance 
in 100 that the difference might be due to chance. 

In evaluating the relationship between maternal training 
and school adjustment, the method of correlation was em- 
ployed. When we were considering rejection, the experi- 
mental subjects could be placed in two categories—rejected 
and non-rejected children; the method of averages was, there- 
fore, applicable. Maternal training is more largely a matter 
of degree. With two variables, each of which has been meas- 
ured, a coefficient of correlation can be obtained. For ma- 
ternal training and school adjustment the Pearsonian co- 
efficient r was +.81. There is less than one chance in 100 of 
a correlation as large as this occurring by chance. 

In the control group the difference is less: (a) In the con- 
trol group, the average Index of Social Adjustment was 2.10 
for the rejected and 2.48 for the non-rejected children. The 
‘‘student’s’’ t-test gives a t-score of 1.6 for the difference 
between these averages. (b) Pearsonian correlation coefficient 
between amount of maternal training and degree of school 
adjustment: +.22. Neither figure reaches the 5-per-cent level 
of statistical significance, and thus may reasonably be ascribed 
to chance alone. 

Although the results for the control group are less sig- 
nificant than those for the experimental group, the differences 
are in the same direction in both groups and, therefore, tend 
to confirm each other. The control group is less homogeneous 
in several respects than the students with R.L.F. In a hetero- 
geneous population the relationship between any single vari- 
able such as maternal care and school adjustment is less close 
than in such a group as children with R.L.F., whose back- 
grounds are more alike. Methodologically, the averaging of a 
number of ratings to form a composite index of social ade- 
quacy might be questioned. A detailed justification of this 
procedure would require a lengthy series of computations. 
These have been performed and indicate that the procedure 
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is valid: in a multiple analysis of variance, the consistent: 
differences among children in the ratings were much larger 
than the differences among the ten judges or among the ten 
traits of adjustment. In the interest of brevity the presenta- 
tion of this aspect of the statistical analysis will be omitted.’ 

Discussion.—Deprivation of maternal affection due to sepa- 
ration from the mother may give rise to retardation,’ to be- 
havior problems,’ to neuroses,* or may predispose toward 
subsequent mental illness.’ Other studies indicate traumatic 
effects of maternal hostility or rejection.* The studies men- 
tioned are based on children with normal vision. Extreme 
maternal rejection as a source of pseudo-retardation in blind 
children is being reported elsewhere by J. A. Hallenbeck.’ The 
present study indicates that her findings also apply within 
the more normal range and that maternal acceptance or re- 
jection are related to adjustment or maladjustment among 
a group of children all of whom were considered eligible for 
Perkins. 

It should be noted that the situation in cases of R.L.F. is 
one that is conducive to maternal rejection. The children are 
all incubator babies; they cannot be nursed, and their mothers 


may have little opportunity to hold or fondle them until they 
have reached the age of three or four months. This is a 
frustrating experience. After the mother has begun to re- 
cover from her original anxiety, she ultimately begins to dis- 
cover that her baby is blind. The resentment that some 


1I am indebted to Herbert Barry, III, Yale University, for the statistical 
findings and computations in this paper. 

2 See ‘‘ Hospitalization: An Inquiry Into the Genesis of Psychiatrie Conditions 
in Early Childhood,’’ by R. A. Spitz, in The Psychoanalytic Study of the Child, 
Vol. I (New York: International Universities Press, 1945), and ‘‘ Effects of Psy- 
chological Deprivation in Infaney and Subsequent Stimulation,’’ by W. Goldfarb 
(American Journal of Psychiatry, Vol. 102, pp. 18-33, July, 1945). 

8 See ‘‘ Psychopathic Behavior Disorders in Children,’’ by L. Bender, in Hand- 
book of Correctional Psychology, edited by R. N. Lindner and R. V. Seliger. (New 
York: Philosophical Library, 1947), and Maternal Care and Mental Health, by 
J. Bowlby (Geneva: World Health Organization, 1951, pp. 33-34). 

4See ‘‘Separation Anxiety in Young Children: A Study of Hospital Cases,’’ 
by H. Edelston. Genetic Psychological Monograph, Vol. 28, August, 1943. 

5 See ‘Significance of Maternal Bereavement Before Age of Eight in Psychiatric 
Patients,’’ by H. Barry, Jr. Archives of Neurology and Psychiatry, Vol. 62, pp. ~ 
630-37, November, 1949. t 

6 Spitz, loc. cit. 

7 Study to be published. 
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mothers feel is quite understandable; it should be emphasized 
that many mothers, in spite of all this, remain tender and 
affectionate. : 

In terms of management, it goes without saying that a 
combination of emotional disturbance and blindness creates 
formidable problems for teachers and housemothers. The 
problem of apparent mental retardation is not uncommon in 
retrolental fibroplasia, according to Zacharias.’ Techniques 
have been devised to cope with these difficulties by Dr. J. A. 
Hallenbeck who, as already mentioned, is reporting them 
elsewhere. 


SUMMARY AND CONCLUSIONS 


Lack of maternal affection during infancy may result in 
serious consequences. When extreme, this is said to result 
in death or failure to develop normally. While previous 
studies have emphasized the death of or physical separation 
from the mother, maternal rejection can cause serious mal- 
adjustment in blind children. When extreme, this may lead 
to ‘‘pseudo-retardation.’’ In other cases, behavior problems 


or emotional disturbances may result. 

1. Maternal rejection is associated with poor school adjust- 
ment in a group of children with retrolental fibroplasia. 

2. Maternal training that is careful and thorough is as- 
sociated with good school adjustment in kindergarten children 
with various types of blindness, 

3. These findings are consistent with previous reports that 
show the importance of maternal care for children with normal 
vision. 

1 See ‘‘Retrolental Fibroplasia: A Survey,’’ by L. Zacharias, American Journal 
of Ophthalmology, Vol. 35, pp. 1426-54, October, 1952. 





HOW THE CHILD REACTS TO HIS 
PHYSICAL DEFECTS 


EDWARD PODOLSKY, M.D. 
Assistant Supervising Psychiatrist, Kings County Hospital, Brooklyn, New York 


AN kind of physical defect is a definite mental hazard. 

Unfortunately the human body is subject to many acci- 
dents, and quite often a more or less permanent defect is 
the result. In childhood the most common physical defects 
are harelip, cleft palate, facial birthmarks, saddle nose, 
hunchback, webbed fingers, crossed eyes, disfiguring scars, 
crooked teeth, and contractures resulting from burns. Many 
of these defects are those with which the child is born; others 
are acquired during childhood. 

The first and foremost mental effect of any deformity is 
that of shame and a feeling of inferiority. Children are very 
observant of the strange and unusual. Because of their 
unsophistication and very natural curiosity, they are apt to 
pay undue and rather disconcerting attention to any defect 
or abnormality in a playmate. A child has no inhibitions, 
and naturally he does not make any attempt to conceal his 
curiosity or refrain from making a remark about a defect 
publicly or ridiculing the companion who is a little out of 
the ordinary. His intentions may be sympathetic or frankly 
malicious, and he is likely to be openly frank in his discussions 
and expression of opinions. In a less purposeful manner, he 
will shun the deformed playmate or will force him into an 
inferior social position. Quite often a note of permanence is 
added to these childhood stigmas by the ‘‘dubbing’’ of a 
deformed child with a nickname that refers to his defect. 

Little wonder is it, then, that the great majority of deformed 
children quickly develop a feeling of inferiority and a sense 
of shame. Probably, this mental trail develops much earlier 
than is generally supposed. As the child matures, he becomes 
increasingly more sensitive. This inferiority complex does 
not usually become a serious problem until the child enters 
school. He is then brought to realize his difference from the 
others, and he is not able to acquire the intimate companion- 

581 
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ships enjoyed by his playmates. When adolescence is reached, 
a sense of despair and a pessimistic philosophy of life, 
admixed with all sorts of peculiar personality traits, have 
been established. 

Personality depends upon two fundamental drives. The one 
is for self-expression and the other for activity in conform- 
ance with accepted social standards. When these two factors 
coincide, a pleasing personality develops. In the case of 
the deformed, the situation is obvious. The deformed child 
may have every mental and physical faculty for self-expres- 
sion possessed by other children, but because of his deformity, 
either he is restrained by others or he avoids the personal 
contacts necessary for such expression. 

Because of this rather unfortunate situation, three reactions 
may result: First, the child may succumb to his obstacles 
and accept non-expression as his lot. He may withdraw within 
himself, become seclusive and shy, and avoid giving play to 
his instinctual drives. Second, he may develop a compensa- 
tory overabundance of self-expression, to satisfy his injured 
ego. He may become overactive, may overdo things, and in 
general make a pest and a nuisance of himself in an attempt 
to draw attention away from his defect. Third, under for- 
tunate circumstances, the deformed child may replace the 
suppressed modes of self-expression with alternative modes 
of equal merit. He may find ways and means of expressing 
his skills and abilities other than those that his defect may 
prevent or inhibit. This last reaction is the most satisfactory. 

A second important factor in the development of person- 
ality is the achievement of popularity.. Before a handicapped 
child can gain the recognition of the group, he must overcome 
the tendency of other children to retain the natural impression 
of abnormality and undesirability. Many unfortunates are 
inclined to give in to these difficulties and to make no effort 
to become one of the group. Others become resentful toward 
their obstacles and mistreatment. Blame for their failures 
is either inwardly or openly placed on all manner of circum- 
stances and people. From the sociological point of view, this 
is the dangerous group. These are the children who may 
develop objectionable social behavior, since they often cannot 
obtain desirable employment, may not succeed in matrimonial 
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ventures, and will not maintain friendships. As a result, they 
may often resort to criminal activities. 

The methods used to overcome these mental traits in chil- 
dren are those that aim at overcoming the physical defects. 
First is the method of prevention. As far as congenital 
defects are concerned, little or nothing can be done in the 
way of prevention. Acquired defects, on the other hand, are 
preventable. 

The second method is that of the earliest possible correc- 
tion. When a deformity of any type of severity is present, 
the most important single item in the avoidance of undesirable 
personality changes is the most complete surgical restoration 
at the earliest date that is feasible. This is a hard-and-fast 
rule, and there are no exceptions to it. 

It is of the greatest importance to have deformities cor- 
rected, if possible, before the child enters school. This is 
the age of greatest mental and social reaction to deformity, 
from which every effort should be made to protect the child. 
Fortunately, there are but few conditions in which at least 
a partial restoration cannot be made during the first five 
years of life. 

Surgical correction in early childhood is the most valuable 
method of preventing undesirable personality traits. Unfor- 
tunately, early correction of the deformity in some instances 
is impossible; in others it is not possible to obtain perfect 
cosmetic results. In such cases, a special program of training 
must be instituted. This is the sort of training that might 
be used for any normal child, but with emphasis on certain 
aspects that are most important for the deformed child. 

First, the deformed child must be taught to anticipate diffi- 
culties and to acquire a sense of self-reliance. Every effort 
should be directed toward not allowing him to become spoiled. 
This training must begin as soon as he is born by not respond- 
ing with a burst of attention every time the baby cries or 
frets. As the child grows older, the same principles should 
be continued. 

Since the deformed child is probably destined for one or 
more operations with some degree of pain, he should be thor- 
oughly prepared for the ordeal. He should not be cajoled into 
the physician’s office dishonestly by being told that it will 
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not hurt. He should be made to understand that he may 
be hurt and should at all times be told both by the ere 
and by his parents exactly what to expect. 

The handicapped child is most likely to be dietiond of 
many things commonly sought after for their supposed value, 
such as money, friends, esteem, beauty, amusements, and 
romance. Unless such children understand that, regardless of 
group standards in this respect, true value depends entirely 
upon the enjoyment they themselves derive, they are apt to 
do many useless, foolhardy, and even dishonest things to 
attain their desires, especially for friendship. 

The parents of a handicapped child should make every 
effort to help him readjust his sense of values. Above all, 
he must learn that true friendship exists only in those who 
like him in spite of his deformity and irrespective of his 
possessions or ability to do something to buy their favor. 

Speech training is called for in children with cleft palate. 
Gymnastics are important for children with bone defects and 
deformities. Cross eyes are greatly improved by exercises 
to develop the use of eye muscles. Another important part 
of the training of handicapped children is that directed toward 
feasible modes of self-expression, and, later in life, toward 
trades and professions that will not be hampered by the 
deformity. To be successful, this training must follow the 
child’s own interests and talents and should never be forced 
or predetermined by parents or teachers. Constructive 
hobbies, an employment that keep the child happily occupied 
in his spare time, are of the greatest value. Special training 
in art, music, athletics, handicrafts, and the like should be 
made available wherever possible. 

Whatever type of compensatory education may be worked 
out, the child who finds one or more satisfying methods of 
self-expression that keep him happily occupied, and that 
receive recognition from others, will develop along essentially 
normal lines, regardless of his deformity. 





CONSULTATION SERVICE TO PUBLIC 
SCHOOLS BY A MENTAL-HEALTH 
TEAM 


KEITH J. PERKINS, Pu.D. * 


Phoenia, Arizona 


HERE has been an increasing interest, on the part of 

those working in the community-health programs, in dis- 
covering better approaches to the general problem of mal- 
adjustment, especially in children. During the last twenty-five 
or thirty years, child-guidance clinics throughout the country 
have demonstrated the effectiveness of an interdisciplinary 
approach to the study and treatment of the problems of chil- 
dren and their parents. However, there is a growing realiza- 
tion that it is too costly to provide clinics in numbers sufficient 
to meet all the needs of all communities. Thus it is essential 
that community institutions and agencies make efforts to do 
something for people’s problems before they become serious 
enough to require clinic service. 

The institution in the community that reaches the greatest 
number of children and their families is the public school. 
Most schools are becoming aware that their responsibility 
toward children goes beyond simply teaching the three R’s. 
More attention is being given to the social and emotional 
aspects of child development, and genuine interest is seen in 
establishing a closer working relationship between the school 
and the home. Some public schools have established ‘‘child- 
study departments,’’ which provide psychological, and some- 
times psychiatric and case-work services, to teachers and 
parents. Children and their parents are referred to com- 
munity public-health, mental-health, social, and welfare agen- 
cies, with the realization that only through joint endeavor 
can some of the problems that are encountered in the school 
setting be met. As schools become interested in learning the 

*The author served as clinical psychologist at the Phoenix Mental Heartn 
Center during the entire duration of the project. He is now employed as mental- 


health consultant by five school districts in the Phoenix area. 
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causes in individual cases of maladjustment, they frequently 
have gone beyond the case discussion to seek consultation on 
general problems. This educative process has been brought 
about by mental-health personnel through several methods of 
approach. 

In this discussion, the development of a consultation pro- 
gram in the schools of one community, Phoenix, Arizona, will 
be described. Medically, consultation is defined as ‘‘a delib- 
eration of two or more physicians with respect to the diagnosis 
or treatment of any particular case.’’* This implies that 
consultation is a two-way process and that a working relation- 
ship is established between the consultant and the consultee. 
It is usually not implied that the consultant ‘‘takes over’’ the 
patient for treatment, although it is sometimes mistakenly 
assumed that this method would be more effective and less 
time-consuming if the consultant were to do the complete 
study himself. 

A brief description of the setting in which this program 
developed might be of assistance in understanding how it was 
put into effect. The Phoenix Mental Health Center was 
established by the National Institute of Mental Health, of the 
United States Public Health Service, for the purpose of study- 
ing the effectiveness of different approaches to mental-health 
problems on the community level. In general, it may be said 
that a public-health approach was used, with the emphasis on 
understanding causes that give rise to problems and on 
developing measures to prevent problems from arising or 
becoming serious. 

Five disciplines were represented on the staff at the center: 
psychiatry, clinical psychology, psychiatric social work, 
mental-health nursing, and social-science research. The 
psychologist was the chief liaison between the center and the 
schools with which it worked. 

The center worked with all the schools in the Phoenix area. 
Four of these systems will be discussed. Although the 
approach varied with the needs of the school, there were 
certain common factors, as in the five steps that marked the 
establishment of a working relationship between the center 
and a school system: 


1 See Dorland’s Medical Dictionary. Philadelphia: W. B. Saunders, 1951. p. 356. 
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1. The usual procedure was to contact the administrators 
of a school system before talking to staff members. This was 
not only for the sake of courtesy, but also to avoid the mis- 
understandings that might develop if those in charge of the 
school system were not thoroughly familiar with the program. 
Those providing the mental-health services also found it 
easier to evaluate the potentialities of a school program if 
they were first aware of the personalities and philosophy of 
the responsible authorities. 

In these talks with school superintendents, an effort was 
made to explain the function of the center and to suggest ways 
in which it might be of service to the schools. In making 
suggestions, it was most important to avoid giving the impli- 
cation that ‘‘You need us’’ or ‘‘We know something you 
don’t.’’ If a person seeking help can be made to feel not only 
that problems in human relations are fairly normal, but also 
that it is possible to secure assistance without feeling on the 
defensive, an important step has been taken toward establish- 
ing a good working relationship. 

2. When it seemed likely that a close working relationship 
with a particular school would develop, the second step was to 
devote more time to school staff members who were respon- 
sible for teacher and student personnel services. In each of 
the four school systems, these duties were performed by a 
different staff member. In the first instance, it was the 
director of child study; in the second, the school nurse; in the 
third, the principal; and in the fourth, the primary supervisor. 
Although not all of these had the authority or the responsi- 
bility to make changes in school policies and procedures, they 
were regarded in the schools as the persons most interested 
in adjustment- problems and most aware of the needs of 
students and their families. These persons were very helpful 
in making arrangements for joint conferences of center, 
school, and other community-agency personnel. 

3. Equally as important as the person in the school in 
charge of teacher and student personnel services was the 
person in the center who had primary responsibility for these 
school services. The latter’s activities were valuable both to 
the center—especially in the matter of follow-up—and to the 
school. If school personnel got to know one member of the 
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.staff well, they felt more comfortable in contacting the center 
through this person. Through personal and professional 
acquaintance, the mental-health worker seems less threatening 
to persons in other professions. 

In the Phoenix program, the chief contact between the 
center and the schools was the clinical psychologist on the 
center staff. In this case, the psychologist had had training 
and experience as a teacher, an administrator, and a school 
psychologist, an experience that was of considerable value in 
establishing close relationships with school personnel. How- 
ever, other psychologists with different backgrounds could 
have performed this service, provided they were sufficiently 
interested and felt that school personnel and the center staff 
were dependent on each other and could be mutually helpful. 

Although the psychologist had primary responsibility for 
contacting the schools, other staff members from the center 
also played a part. Most of the school nurses had met the 
center’s mental-health nurse before they met the psycholo- 
gist. When the mental-health nurse at the center was called 
by a school nurse in regard to a problem, she was free to 
discuss the problem and to offer any assistance that might be 
indicated. Likewise, school counselors, some of whom have 
had social-work training, often felt more comfortable in call- 
ing the center psychiatrist or social worker. Communication 
among the center staff members was such that it was easy to 
exchange information about the school’s contact with the 
center. It is probably something of a departure from the 
usual clinic procedure for a staff member other than a social 
worker to serve as ‘‘intake worker.’’ But, after some experi- 
mentation, it was generally agreed that it was more satisfac- 
tory for the person primarily responsible for contacts with 
a particular agency to take charge of the cases referred by 
that agency and to do follow-up work with it. 

4. A fourth step in building up relations with the schools 
was the demonstration of clinical skills to win acceptance of 
the center’s services. In each of the four schools to be 
described, the starting point in developing consultative serv- 
ices was an individual case, referred to the center either by 
the school, by an outside agency, or by a parent. As an 
integral part of its clinical service, the center worked closely 
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with parents. As a matter of fact, no child was accepted 
from a school or any other agency unless the parent was will- 
ing to come to the center with the child. This often meant, 
of course, working with the school in helping the parent 
understand the importance of accompanying the child to the 
center. Some schools felt that it was not their function, or 
that it was too difficult, to work with the families. However, 
the center was generally successful in getting the schools to 
work more closely, not only with the families themselves, but 
with other community agencies dealing with families. 

5. It was undoubtedly the success of the center’s follow-up 
work with individual cases that led to the consultation serv- 
ices. The center did not feel that its function should be to 
make a diagnosis, give treatment, and then say to the school 
either, ‘‘This is what you should do, and the pupil will be all 
right,’’ or, ‘‘This is what we have done and now he is all 
right.’’ Although the problems of each child were different, 
there were enough factors in common for the school to recog- 
nize the similarities and to be led to discuss other situations 
with the center. 

This led to consultation about the problems of other chil- 
dren before they were referred to the center. Then came 
discussions of general problems encountered among students 
and how they arise, without, particular reference to any one 
child. As conferences continued, more schoo] staff members 
were brought into the discussions. Requests for group discus- 
sions came both from the administrative and from the teach- 
ing staffs. Parents who had been helped at the center began 
to request staff members from the center to appear on parent- 
teacher-association programs and to participate in parents’ 
study groups. Requests like these came from all but one of 
the four school districts with which the center worked. 

The largest of these four systems in the Phoenix area, with 
a school population of more than 12,000, had a well-organized 
child-study department, headed by a clinical psychologist. 
The system also had an assistant psychologist, a speech 
pathologist, and ten counselors, as wel! as a staff of school 
nurses. The chief contact with this school district was 
through the director of child study. The principal type of 
service given by the center to this system was psychiatric 
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consultation, with emphasis on work with families as well as 
individual treatment for children. The number of cases 
actually referred was small because of the competence of the 
child-study staff in handling its own cases. However, the 
counselors discussed various problems with members of the 
center staff, and there was a series of joint staff discussions 
on problems of a more theoretical nature. 

When questioned about the value of the center’s services to 
his program, the director of child study ‘stressed the impor- 
tance of the consultation work of the center, not only for his 
particular school system, but for the community as a whole. 
He especially appreciated the value of consultation between 
the center and the school counselors. However, he felt that 
the greatest assistance had been the center’s specialized serv- 
ices to disturbed children and their families and the center’s 
initiative in calling inter-agency conferences. 

The second school system with which the center worked 
was just outside the city limits of Phoenix, and had a central- 
ized elementary-school population of about 2,000. In this 
particular school, the school nurse was the person who seemed 
most familiar with the emotional problems of children, as they 
came to her office for help. She was also responsible for 
following up attendance problems, and was quite aware that 
many absences were due to emotional problems as well as to 
physical illnesses. In this school, the administrative and 
supervisory staff were also aware of these problems and eager 
to do something about them. During the first year of work- 
ing with this school, the center psychologist spent a half-day 
each week at the school, serving as a consultant. During these 
visits, several children were seen individually for diagnostic 
purposes, because of learning problems or social adjustment. 
In most instances, the parents of these children came to the 
school to talk with the nurse or the psychologist. At the end 
of the school year, it was apparent that no great changes had 
taken place in the learning ability or behavior of the children 
seen, especially among the pre-delinquents or delinquents. 
However, in discussing the value of this type of service to 
the school, the nurse declared that she had noticed a con- 
siderable change in the attitude of the teachers, not only 
toward the children who had been seeing the psychologist, 





CONSULTATION SERVICE TO PUBLIC SCHOOLS 591 


but toward other children as well. She said that this change 
was noticeable in the manner in which teachers discussed with 
her the problems of different students. 

Another activity during the first year’s work with this 
school was a series of discussions with the adult-education 
group of the school’s parent-teacher association. Since the 
group was small, the discussions were very informal and were 
concerned principally with more or less normal behavior prob- 
lems of children at various age levels. A different member 
of the center staff accompanied the psychologist to each of 
the meetings. 

During the second year, consultations with teachers at this 
school were generally on a group basis. In order to meet the 
need for consultation on individual cases, at least two staff 
members from the center went to the school for a two-hour 
conference with all interested teachers once a month. In 
addition, a series of general discussion meetings were held 
with teachers. The teachers divided their group on the basis 
of grade level and chose the topics they wanted discussed. A 
psychiatrist and the psychologist from the center were group 
leaders in these discussions. A similar series of meetings 
was held with parents. The last discussion period of the 
school year was a joint meeting of parents and teachers. 

In appraising the effectiveness of the four types of services 
provided by the center—study of individual cases, consulta- 
tion with teachers in regard to individual cases, teacher dis- 
cussion groups, and parent discussion groups—it was the 
opinion of the administrative and supervisory staffs that the 
discussion groups with teachers had been of the most value. 
The superintendent said that the teachers had first thought 
that it was the center’s responsibility to solve the individual 
case problems for them, but had later come to realize their own 
responsibilities in these problems. It was his belief that the 
school now had a better idea of its réle in school mental-health 
problems. He was pleased that the center’s recommendations 
often indicated the same course of action that the school had 
believed should be followed. 

The school nurse felt that her work had been made more 
effective, particularly in regard to home situations. She 
believed that more parents had become interested in the emo- 
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tional aspects of rearing their children, and that the center 
had been responsible for this change in attitude. It was 
also indicated that the school had previously distinguished 
between learning problems and behavior problems, but now 
was attempting to understand the child in a more integrated 
sense. 

The third school system with which the center worked also 
had a population of about 2,000, but in two separate schools. 
Again, the initial contact between the center and the school 
system was through an individual referred. However, as the 
relationship developed, the principals of the two schools 
became the primary contacts. The principal of the larger 
school was very much interested in discussing different 
aspects of supervision and teacher training. He was inter- 
ested not only in the adjustment of the individual, but also 
in the effect of the individual upon the group. 

During the first year, the psychologist was asked to talk 
before the parent-teacher association, at which time home and 
school relationships were discussed. After this meeting, the 
superintendent and the principal asked for a series of dis- 
cussions with the teaching staff. At these sessions, the prob- 
lems of many individual pupils were discussed and, as a result, 
it was decided that the center would try to develop a regular 
consultation service with this school. 

Fewer individual children were seen at this school than at 
the one previously described. Instead, more time was spent 
with members of the staff. The conferences, at the outset at 
least, were usually between the principal and the psycholo- 
gist, although later the principal often asked some of his 
teachers to these conferences. At times a child under discus- 
sion was observed in the group and then the situation was 
discussed with the principal and teachers. These discussions 
seemed to give the school staff a feeling of confidence in the 
action to be taken. There were also some individual cases 
referred to the center, and a few children were seen at the 
school. 

Jn regard to the school’s reaction to the service given, the 
principal in this district said, ‘‘There isn’t a pupil whom the 
center has seen who isn’t doing better this year as a result 
of the contact with the center.’’ The principal also made a 
statement, ‘‘ We have been helped as we wanted to be helped.’’ 
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The center staff placed great emphasis upon this statement, 
as it was felt that it would be difficult, if not impossible, to 
help either people or agencies in any way other than in the 
way they wanted to be helped. Another statement made by 
the superintendent was, ‘‘Our staff has no feeling that you 
have criticized them as teachers.’’ 

In attempting to decide whether the assistance given to 
individual cases was more important than the assistance given 
to teachers, the superintendent stated that it was about ‘‘fifty- 
fifty.’’ However, the supervisors placed the assistance given 
to teachers first. The principal further declared, ‘‘One thing 
that the center has done that never has been done before was 
to call us in whenever another agency had referred a pupil 
from our school to the center.’’ When asked to give criti- 
cisms, the school staff agreed that the center was not able to 
give enough time. It was in this connection that the need for 
specialized mental-health personnel in their own school 
system was recognized. 

The case of the fourth school differed in that the center 
did not make the same kind of early contacts as were made 
with the other schools. Referred children who lived in this 
school district came from sources other than the school. 
There were six children from this school who had been to the 
center for treatment. The center requested conferences with 
the school, as had been done in the case of all school children 
who needed treatment. 

During the middle of the second year, a letter came from 
the superintendent of the district asking if a joint conference 
could be arranged, as he had heard that the center worked 
with schools as well as with families. As a result of his 
interest, a regular consultation was provided for this school. 
The main contact here was with the primary supervisor. She 
and other teachers frequently contacted the center to report 
on the progress of children who were coniing to the center. 
There was a tendency for the case-consultation conferences 
to be so well attended that it was difficult to carry on a general 
group discussion. However, at the end of the first year, the 
teachers requested discussion groups about general problems 
rather than case conferences, so that more teachers might 
participate. 

In discussing the value of the center’s work with the school, 
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the supervisor stressed the importance of consultation service 
and requested more time for case consultation as well as dis- 
cussion groups for teachers. Accordingly, in the second year 
there was more active participation on the part of the school 
staff as well as greater demands made on the center. 

The center staff was pleased with the relationships estab- 
lished with the schools. There was a feeling of mutual respect 
professionally and also a feeling of friendliness on the part 
of both groups. Although there was a healthy interest in 
regard to the problems of individual children, there was an 
even greater interest on the part of the teachers as to ways 
in which they could increase their own understanding of all 
of the children in school. As the center staff discussed 
research interests with school personnel, the latter not only 
showed interest, but also expressed a desire to codperate 
actively with the center in trying to discover possible causes 
of behavior problems as well as effective methods of prevent- 
ing such problems from becoming serious. 

In summary, several comments may be made regarding the 
approach used in developing working relationships with the 
schools, the use of several disciplines in consultation, and the 
effectiveness of this type of service as seen both by the school 
and by the center. 

Prior to developing a working relationship with a school, 
some assumptions were made. One was that in order to gain 
the confidence of the school personnel, it would be necessary 
to become acquainted with them on both a personal and a pro- 
fessional basis. Another was that, after a brief statement of 
eenter function, school personnel would be able to decide 
better than center personnel how the school could make use 
of the services. A third assumption was that, having worked 
on the level of service the school wanted (in the instances 
described, this was on an individual-case basis), there would 
be a readiness to make wider application of mental-health 
principles. In general, it was felt that these assumptions 
were justified in practice. It was also felt that if the center 
had been more directive and authoritative in its approach, the 
way would have been blocked for further work with the 
schools. 

Several disciplines with different training and theoretical 
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backgrounds were represented on the center staff, in keeping 
with the concept of a multi-disciplinary approach. These 
differences were superimposed on basic differences in the 
personalities of its members. The problems of communica- 
tion that developed were reduced in part by an attempt to 
maintain a permissive attitude, by recognition of the poten- 
tialities of fellow workers, acknowledgment of responsibility 
in appropriate areas, and the provision of means whereby 
each worker could reasonably expect to satisfy his needs. 
The center staff was not without its problems in attempting 
to reach a common understanding, but in community relations 
an effort was made to present a unified front. The contri- 
butions of various disciplines in particular aspects of con- 
sultation services are felt to merit more detailed study. 

Presenting objective data on the effectiveness of efforts in 
the mental-health field has proved difficult. This study is no 
exception. Possibly it can be said with a fair degree of cer- 
tainty that the schools have welcomed this type of service. 
Whether the end results are beneficial or not will depend to a 
great extent upon one’s criteria of evaluation. Certainly one 
cannot say that this approach is the only one to follow nor 
can it be said that the results show the ‘‘greatest good for the 
greatest number.’’ A different approach would be needed 
in order to answer such questions with any feeling of satis- 
faction. Perhaps one primarily gains the feeling that the 
trend seems to be in the direction of a better understanding 
of the réle of various community members involved in han- 
dling the growth and development problems of children. Cer- 
tainly the results of this relatively short period of study would 
indicate that this method of approach leads to a mutual 
learning experience both for the center staff and for the school 
personnel, and that this should result in better services for 
children in their school experiences. 
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 Peciew abe T with the mushrooming growth of interest 

in mental-health education, there has been constant pres- 
sure from many sources to evaluate the effectiveness of such 
programs. Serious and sincere questions have come from 
members of all disciplines in the field of mental hygiene, 
including those engaged in educational efforts, those in a 
clinical setting, and those representing other areas of 
endeavor closely related to the education programs. Further, 
equally pressing and sincere questions are already appearing 
from the sources of financial support. 

As a part of its preventive program, the Michigan Depart- 
ment of Mental Health has for approximately five years main- 
tained an education division which is engaged in a state-wide 
program of mental-health education. Cognizant of the impor- 
tance of questions regarding the effectiveness of such educa- 
tion, this division, in collaboration with the research division 
of the department, set out to develop a series of projects 
designed to evaluate the various aspects of the program 
within the framework of a continuing practical service. This 
latter point was considered important if the evaluations were 
to be of use to those actively engaged in education efforts. 

At the outset, it was assumed that such education is worth 
while and necessary in view of the widespread mental-health 
problem, the limited clinical facilities available to deal with 
the problem, and the commonly accepted premise that therapy 
per se is not necessary or advisable for all people or for all 
problems. Furthermore, many aspects of mental-health prob- 
lems seem more amenable to mass-education techniques and 

* This report is the first of a projected series, now in progress, involving evalu- 
ations of procedures in mental-health education in the Michigan Department of 
Mental Health. 
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perhaps more immediately solvable through such procedures. 
Thus, we were interested in developing projects designed to 
evaluate the various techniques used, with particular empha- 
sis on their effectiveness in changing the level of information, 
and if possible in changing the attitudes and the behavior of 
people. Which people were reached most effectively was also 
to be a primary consideration. 

It immediately became obvious that a major problem 
involved in evaluative studies was the suspected variability 
and lack of integration of the objectives of the many profes- 
sionals working in the field. Without a reasonably concise 
pattern of goals to be achieved, attention to techniques 
becomes comparable to the development of a well-designed 
experiment, the results of which have no application beyond 
the experiment itself. The means to an end become the end 
in itself, and the pressing basis for the whole program 
becomes lost in a discussion of the procedures, or at least in 
a series of studies difficult to relate to one another or to a 
comprehensive program. One cannot peruse the psychologi- 
cal literature without recognizing that this situation is not 
unique to the field of mental-health education. 

Therefore, it appeared to us that a very important primary 
project was a determination of the basic goals or objectives 
of a program in mental-health education. It seemed that the 
most feasible means to make this determination was to consult 
a selected group of professional people, including not only 
mental-health educators, but also practicing clinicians and 
those producing materials. We assumed that if experts from 
all disciplines were consulted, a list of objectives could be 
compiled that would be based both upon theory and upon 
experience and that would attain objectivity through the 
common goals listed independently by these experts. In other 
words, if several experts independently listed a certain goal 
for mental-health education, we felt it could be considered an 
objectified goal because it commonly appeared in the thinking 
of those qualified to discuss both the theoretical and the 
experiential aspects of the problem. This procedure is essen- 
tially the commonly used experimental technique of the agree- 
ment of independent observers. 

To execute the plan, 86 experts were requested by letter to 
enumerate and discuss those objectives which they believed 
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important for a mental-health-education program. The letter 
of request explained the plan to establish a list of goals that 
might ultimately contribute to a basic unified approach for 
the field of mental-health education. It was further explained 
that the list established in this manner might be used in 
developing evaluation projects. Thirty-six of the requests 
went to psychiatrists, 20 to psychologists, 8 to social workers, 
and 22 to mental-health educators. 

For purposes of this study, members of disciplines other 
than these four were considered as mental-health educators 
and were contacted because of their contributions in that area. 
We do not pretend, of course, to have contacted all or even 
most of the experts in the field, and we made our selection 
without regard to the number of participants included from 
a particular discipline. We attempted to get some balance 
between those with a more theoretical orientation and those 
more immediately concerned with the practical aspects, and 
we wanted at least some representation from the various 
orientations involved. The selection of names was made by 
consulting the membership lists of the American Orthopsy- 
chiatric Association, the American Psychiatric Association, 
the American Psychological Association, the American Asso- 
ciation of Psychiatric Social Workers, and the publishers of 
lists of mental-health-education materials. An ‘‘expert’’ is 
defined for this project as one who is a member of one of the 
above groups and who has attained some prominence in his 
area of specialization. The selection of these people was 
made by a committee of three, who pooled their judgments on 
whether or not to include a name. 

Sixty-four of the 86 experts replied to the letter, in some 
instances after a follow-up letter had been sent. A tabulation 
of the requests sent and the replies received gave the fol- 
lowing results: 


Discipline Number Number 
of of of 

addressee requests replies 
Psychiatrists 36 29 
Psychologists 20 14 
Social workers 8 7 
Mental-health educators 22 14 
86 64 
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We were somewhat amazed at the enthusiastic response our 
request received from the experts we consulted. There were 
those, of course, who did not reply at all, and there were some 
who did not believe the project was feasible. These, without 
exception, stated that a committee of key people could perhaps 
develop a list of goals. We had previously rejected this sug- 
gestion because such a measure could not give us the inde- 
pendent opinions based on personal experience which we were 
seeking from this preliminary investigation. It seemed to us 
that a first step was to determine the common objectives 
selected independently by a group of experts practicing in the 
various facets of the field of mental hygiene. Even experts 
react to the pressures of group discussions, and it has been 
common experience that some members of the group will be 
heard only rarely, that others will be vocal enough to direct 
the entire group, that some ideas will be discussed beyond the 
point of fruitful contribution, and that in the process of the 
discussion many ideas will be lost or never expressed at all. 

It is the authors’ hope that this first report may contribute 
the framework from which a committee of experts may begin 
to discuss and elaborate the objectives of the mental-health- 
education program. As a result of such discussion, it is hoped 
that a long-range program can be developed, with concomitant 
plans for the ultimate evaluation of our success in achieving 
the goals for which we strive. 

The analysis of the replies presented a further problem in 
relation to objectivity. If we were to assume that any set of 
goals we derived from the letters was objectified because of 
common mention by a group of experts, we had to analyze 
the responses in some manner that would reflect the overlap 
of ideas and not the bias of the person making the analysis. 
To cireumvent this possibility, two members of the research 
staff read all the letters and noted the objectives discussed in 
them. Each staff member then combined the results of his 
first analysis into the major goals or areas that evolved in 
his notes. Sub-goals which further elaborate the major goals 
were also compiled from the original analyses. The results 
obtained by these two staff members were then compared and 
combined into a master list of major goals, each with a list 
of sub-goals related to the major area. Identical objectives 
appeared in the analyses of both staff members. 
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The next step was to have all the letters read again, tallying 
each reference to a major goal and also tallying a reference 
to any of the sub-goals. In this way the five major goals and 
the elaborative sub-goals most commonly selected by the 
experts were determined. A commonly selected goal is defined 
here as a goal suggested by at least 20 of the experts. This 
figure was arbitrarily selected with two considerations in 
mind. The first was the purpose of the project—to determine 
common objectives of mental-health education—and the 
second was the desire not to eliminate objectives recognized 
as important by many, but not a majority of the experts. By 
the use of this method,’ the following objectives were defined: 


I. Disseminate knowledge about and develop understanding 
of the underlying principles of mental health (with 
emphasis on the aspects related to the individual adult) : 


A. Stimulate optimal personal development through 
knowledge of existing information and understand- 
ing of self. 

. Improve the capacity of individuals for successful 
interpersonal relationships. 

. Develop awareness of the importance and attaina- 
bility of mental health and its influence on the total 
life pattern. 

. Disseminate knowledge of the principles of person- 
ality development. 

. Develop understanding of the réle of unconscious 
motivation in determining behavior. 

. Promote understanding of the interrelationship of 
environmental and personal factors in determining 
personality development. 

. Disseminate knowledge of basic needs and means 
through which individuals and society can provide 
for meeting these needs. 

H. Develop publications to inform the public about 
various aspects of mental health. 

I. Help individuals to seek professional treatment and 

1 There are no quotations from the letters since we did not request such per- 


mission, and because in some instances we were asked not to publish or quote 
the material offered. 
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consultation freely. (It was frequently cautioned 
that this objective must be realistically related to 
the available facilities as well as to the need for 
such services. ) 


II. Promote the development and maintenance of good men- 
tal health in children: 

A. Inform parents and others responsible for child 
care about the generally accepted theories of child 
development and help them understand problem 
behavior as indicative of a need for help. 

. Inform parents and teachers of the importance of 
environmental influence on child development. 

. Teach parents the réle of the family in forming per- 
sonality, emphasizing the importance of satisfying 
parent-child relationships, especially with regard to 
giving children assurance of love and security. 

. Train teachers and school administrators in child- 
development theory, in the elements of the psychol- 
ogy of adjustment necessary to recognize children 
with problems, and in developing the ability to main- 
tain a mentally healthy classroom atmosphere. 

. Promote screening of personnel as a part of school 
administration in an attempt to assure well-adjusted 
teachers. 

. Develop mental-health curricula in school systems 
to help children make satisfactory adjustments 
(including guidance courses, art-of-living courses, 
marriage-and-the-family courses, pupil discussion 
groups, guidance services), and, in general, adjust 
school practices to children’s emotional needs. 

G. Develop mental-health literature appropriate for 
school children of all ages. 


III. Create informed public interest in the problems of mental 
illness: 

A. Develop public understanding of the incidence and 
nature of mental illness and eliminate misconcep- 
tions about it. 

B. Teach the public that mental illness is preventable 
and curable and promote early treatment. (Several 





MENTAL HYGIENE 


experts stressed the importance of not misleading 
people with regard to the curability of all mental 
illnesses. ) 


. Inform the public about existing facilities for the 


care of the mentally ill and develop interest in 
expanding such facilities, with an understanding of 
the economic factors involved. 


. Help people understand how to live with and 


codperate with those who are recovering from 
mental illness. 


IV. Develop the community aspects of the mental-health 
program: 


A. Teach the relationships between cultural values and 


B. 


mental health and ways to modify social concepts 
not conducive to mental health. 

Codperate with groups attempting to remove cul- 
tural and social detriments to good adjustment, such 
as prejudice, insufficient recreation, poor housing, 
and insecure employment situations. 


. Develop the local facilities that attempt to help 


people maintain mental health and create public sup- 
port of these facilities. 


. Influence the welfare of individuals by indoctrinat- 


ing in the principles of mental health those at the 
policy-making level in the community’s various in- 
stitutions. 


. Develop inter-agency and inter-group codperation 


among those carrying out programs concerned with 
mental health, including both the clinical and the 
educational aspects. 


V. Promote training of personnel: 


A. Develop more training in psychiatric information 


for physicians. 


B. Teach mental-health principles to members of 


allied professions, including nurses, ministers, 
judges, parole officers, educators, and hospital 
administrators. 


C. Teach principles of mental health to publishers of 





THE GOALS OF MENTAL-HEALTH EDUCATION 603 


children’s books and producers of radio, television, 
and theater programs. 

. Develop interdisciplinary understanding of the con- 
tribution each can make in codperative efforts for 
mental-health education. 

. Further develop training in mental-health education 
as a profession and give clinicians more training in 
educational techniques. 

. Train volunteer workers for those aspects of 
mental-health programs which they can handle 
adequately. 


Referring to the tabulation of replies received, the reader 
will note that most responses came from psychiatrists, which 
in effect means that any list of goals developed will emphasize 
their opinions. Should they differ from others in the field, 
this emphasis will have an important effect in that the point 
of view of other experts may be obscured. Because of this 
situation, we attempted a simple breakdown of the results 
according to disciplines. The problem of the percentage 
obtained when using a small number was recognized—.e., 
when there are only five people in a group, the opinion of one 
person makes a difference of 20 per cent in the results. 
Therefore, we have presented the number of respondents 
selecting each goal instead of giving percentages which might 
be misleading. Regardless of this circumstance, there is con- 
siderable agreement among the members of these related 
fields, since limited differences were found between groups. 
The number of respondents in each group who listed each of 
the goals was as follows: 


Number of each discipline selecting each major goal 


Social Mental-health All groups 

Psychiatrists Psychologists workers educators combined 

Goal (N-25)* (N-9) (N-5) (N-9) (N-48) 
I 13 6 8 29 
II 16 7 6 32 
III 11 2 6 22 
IV 11 4 é 6 24 
V 9 3 4 20 

*The number for each discipline may not agree with the number shown in the 


tabulation on page 598, since in some cases it was impossible to summarize or otherwise 
interpret the response. 
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It will be seen that marked agreement exists between 
disciplines, although, comparatively speaking, the mental- 
health educators emphasize promoting knowledge of menta!- 
health principles and the psychologists underemphasize pro- 
moting knowledge of the problems of mental illness. The 
social workers are somewhat more concerned with profes- 
sional training than the others, but it appears to be training 
for allied professions, which may be due to their more exten- 
sive work with these groups. The psychiatrists show no 
marked deviations from the results obtained for the members 
of other disciplines. 

The five major goals that were developed appear to break 
into separate areas motivated by the different forces that 
underlie the entire mental-health-education program. Goals I 
and II (develop understanding of mental-hygiene principles 
and develop good mental-health in children) may be based on 
the underlying principle that education, as preventive mental- 
hygiene, attempts to reduce or prevent anxiety through the 
development of the individual’s insight into his motivations 
and through the relaxation of superego function. That this 
is possible through mass education is apparently assumed, or 
at least hoped for, by most of those engaged in the mental- 
health movement. Threatening or ‘‘scare’’ literature seems 
to have been produced as a part of the effort to develop these 
primary goals ; consequently we would like to stress the impor- 
tance of presenting fundamental concepts to the public con- 
structively and with as little threat as possible. The use of 
threat to gain support for the mental-health program is an 
example of defeating the effort to reach a long-term goal— 
anxiety reduction—in order to reach an immediate and per- 
haps more superficial goal. 

Goals III and IV (informing the public about problems of 
mental illness, and development of the community aspects of 
mental hygiene) apparently are considered important par- 
tially because of the continuing need professionals find to 
inform the public about practical aspects of the mental- 
hygiene problem in order to enlist public support for already 
developing programs, for new programs, and for various 
projects undertaken to solve some of the mental-health prob- 
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lems. This might be called a drive for public understanding 
and, thereby, support of the mental-health movement. 

Goal V (promoting professional training) is a practical 
goal that may have become apparent to the experts in their 
efforts to achieve the other objectives which seem more 
related to a fundamental philosophy. In a sense this goal 
must be reached, at least to some degree, before it will be 
possible to achieve the more fundamental objectives of 
mental-health education. 

A well-defined education program should without doubt con- 
sider all of these goals in terms of the available staff and the 
particular skills of members of this staff. To achieve some 
objectives might require a minimum of staff effort and time 
might be allotted accordingly. Some objectives might be best 
attained through codperation with other programs rather 
than through the direct service of a mental-health-education 
staff. 

Mental-hygiene societies and allied lay groups are doubtless 
key sources of personnel to attain some goals and they are 
certainly the groups in which much of the education program 
will first take effect. 

With the objectives outlined and with the development of an 
integrated approach by codperating groups and agencies, it 
should be possible to conduct an effective mental-health pro- 
gram. Such an organized effort should make it possible to 
determine periodically the measure of success achieved. The 
present problem for research, then, is to develop practical and 
meaningful measures of the effectiveness of the various tech- 
niques used to obtain the objectives and to apply these meas- 
ures to the continuing education program. 





THE DYNAMICS OF THE MARITAL 
RELATIONSHIP * 


ABRAHAM STONE, M.D. 
AND 
LENA LEVINE, M.D. 


The Marriage Consultation Service of the Margaret Sanger Research Bureau, 
New York 


[XN an analysis of the dynamics of marriage, two factors 

need consideration: the persons and the marriage, the 
characteristics of the individuals involved and their inter- 
action in the marriage. 

Two unique personalities come to marriage. They have 
characteristics common to all human beings, but they also 
have individual characteristics due to their sex, their genetic 
inheritance, the ideas, feelings, and attitudes that they had 
acquired as a result of their development in a particular 
family, in a particular place in the family constellation, and 
in a particular social group. The kind of marriage the two 
will make will, to a considerable degree, therefore, depend 
upon the kind of people they are. 

There is, however, also the other factor involved in mar- 
riage: the interrelationship that results from the interaction 
of these two different personalities. In marriage the two 
individuals have to adjust themselves to each other as well 
as to many other new people and situations not of their own 
choice—the spouse’s family, relatives, friends, and a new and 
different way of life. They have to be able and willing to give 
up much of their personal freedom, which they may have 
struggled long to achieve, in order to make a satisfactory 
adjustment to the new relationship. They must be able as 
well as willing to share the basic satisfactions that men and 
women seek in marriage—the security of love and com- 
panionship, sexual satisfaction, a home, and a family. 

To make the many compromises and adjustments required 
for a satisfactory marriage, a person has to have a flexible 


*From a paper delivered before the Schilder Society. 
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and mature personality, he has to be physically and emo- 
tionally grown up. But emotional maturity alone is not 
enough. It may give the individual the potentiality for mak- 
ing the required adjustments, but it does not necessarily 
insure a good marriage. A person’s own maturity will not 
inevitably guide him to choose a partner who is also mature; 
he may fall in love and marry a person who is not at all 
grown up, who has a character disturbance, or marked 
neurotic tendencies. Later, he may resent the mate’s per- 
sonality deficiencies and inability to grow and develop, and 
may not be willing to accept the fact that under such circum- 
stances most of the adjustments have to be made by him. 

The men and women we see in marriage consultation are 
of varying degrees of emotional development—some are adult 
and well-balanced, some are immature or with neurotic traits, 
and some are neurotic or psychotic. These people, the 
neurotic or even the psychotic, whom we see in our service, 
would not normally be seen in psychiatric offices, hospitals, 
or clinics because, as long as they are single, they manage 
to get along fairly well in life. When they marry, however, 
they become disturbed because their behavior is resented by 
their mates and because they are unable to make the required 
adjustments. They are found fault with and blamed for 
character traits that they themselves feel to be natural to 
them, and not subject to challenge or change. Seldom do they 
receive the type of acceptance that makes possible modifi- 
cations of personality or even growth toward maturity. 

Men and women seek love and emotional security in mar- 
riage. The need for emotional security, vital to the infant 
and the growing child, remains a need throughout the life of 
the adult as well. A mature love relationship between a man 
and a woman is a source of such security. Mature love differs 
from childish love in that it seeks not merely the satisfaction 
of self, but even more so the satisfaction of the beloved part- 
ner. It is also different from romantic love, which is a state 
of illusion in which the loved one is endowed with all the 
qualifications one would wish to find in him or her. Since our 
culture has placed a high value on romantic love, many men 
and women regard it as the basis for marriage. The realities 
of living, however, bring about a rapid disillusionment. Love 





608 MENTAL HYGIENE 


of the kind to marry on is one in which the man or woman is 
fully aware not only of the assets, but also of the deficiencies 
of the partner. These are accepted as part of the individual, 
to be understood and lived with. 

Mature love is normally expressed to the person loved with 
word and gesture, with signs of affection and tenderness. Yet 
American cultural values do not encourage the unrestrained - 
expression of emotions. If it is manly not to show feelings, 
but to keep a stiff upper lip in the face of fear, grief, or anger, 
it is also not manly to be too emotional, demonstrative, or 
‘‘womanlike’’ in feelings of affection and love. Lack of 
demonstrativeness, however, often becomes a source of irri- 
tation and resentment. ‘‘I know he loves me, but why doesn’t 
he say so?’’ or, ‘‘ Why doesn’t he show his love in some way?’’ 
is a frequent complaint. 

A husband is often perplexed at his wife’s insistence upon 
a greater show of his love for her. He fails to understand 
that she has a far greater need for evidence of love and affec- 
tion. This need is due to a fundamental difference in their 
emotional development. Both boy and girl start life with a 
greater dependence and attachment to the mother than to the 
father. In return, they give her the greatest share of their 
love. For the boy, this emotional relationship remains 
unchanged: as an adult, he again gives his love to a woman. 
The girl, however, must make a profound shift from mother 
love to father love if she is to be able to accept fully her 
husband’s love. Hence, she seems to have a constant need 
for reassurance and support from her husband. 

Mature love and an ability to express it and give it freely 
is an essential base for a good marriage. Not all people, 
however, possess the same degree of feeling or can demon- 
strate their feeling with equal facility. If we accept the fact 
that people have varying degrees of emotional capacity, then 
all one can expect is for the individual to express his feeling 
to the extent of his own capacity. 

Another satisfaction men and women seek in marriage is 
a mutual response in their sex relations. A man and woman 
fully grown to maturity should normally bring a healthy 
heterosexual attitude to their marital relations. This will 
express itself in a mutually pleasurable response, with a 
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culminating climax or orgasm for each. This good feeling 
extends to other areas in their relationship and facilitates the 
required adjustments. 

But in the sexual sphere, also, many problems arise. The 
couple may be ignorant of the basic anatomical and psycho- 
logical aspects of the sexual relationship, or they may be 
inhibited by cultural taboos and superstitions, by distorted 
attitudes, conscious or unconscious anxieties, and guilt feel- 
ings. Even though, intellectually, they may come to accept 
the normality of sex, they may yet be unable to free them- 
selves from the emotional ties that bind them to their fears 
and inhibitions. 

Constitutional variations in sexual capacity also have to be 
considered. First, there are the basic physical and biological 
differences between men and women. The male genitalia are 
external and superficial, while the vagina is internal and less 
subject to contact and stimulation. Erotic sensations in the 
male are usually felt chiefly in the sexual organs; in the 
female they are more diffused and they are rarely felt in the 
vagina before sexual intercourse has been experienced. In 
women, sexual desire is more cyclical and depends to a larger 
degree upon inner physiological and emotional stimuli than 
it does in the male. A woman, however, can accept the male 
.at any time, even when she has no desire at all, while a man 
can function only when he has become stimulated and has 
erectile capacity. 

Male arousal and;response, in sex relations, furthermore 
is generally faster than that of the female. Many women have 
great difficulty in achieving orgasm, or can reach it only 
through clitoral stimulation and not at all through vaginal 
contact. Kinsey maintains that there is no difference between 
clitoral and vaginal orgasm, yet women who achieve orgasm 
both through clitoral and vaginal stimulation recognize a 
definite distinction. Many women are very much disturbed 
when they find that they can achieve orgasm only through 
manual clitoral stimulation and not through coitus. The 
reasons for this orgasm failure are still not clear. Is it due 
entirely to neurotic mechanisms? Is there possibly also an 
anatomical basis? Do the size of the clitoris, its distance 
from the vaginal orifice, the nerve distribution within the 
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vaginal wall, the degree of genital development play a role? 
Certainly, until we learn more, we cannot eliminate the possi- 
bility that sexual maladjustments may be due to constitutional 
and anatomical, as well as to emotional, factors. 

Since stimulation of sex desire is primarily psychic in 
origin, the type and strength of the stimulus required in a 
given instance is subject to many variations. With child- 
bearing and age, a woman’s body changes. She becomes less 
exciting and stimulating. The frequency and intensity of the 
sex urge may differ considerably between husband and wife. 
Sometimes he has more desire and she resents his frequent 
approaches; and at times her sexual desires may be greater 
or more frequent and the husband will find difficulty in meet- 
ing her needs. Her demands for prolonged lovemaking, which 
are frequently necessary for her physical and emotional satis- 
faction, may at times be irksome to him. If she takes the 
initiative and tries to arouse him, he may resent it, while she, 
in turn, may take his attitude as a sign of rejection or of his 
loss of feeling for her as a woman. 

The ability to work out a mutually satisfactory sex rela- 
tionship demonstrates an ability to consider not only one’s 
own needs, but those of the mate as well. When the frequency 
of desire varies, as it so often does, working out a pattern 
satisfactory both to husband and to wife implies a willingness 
to change one’s own rhythm or to give up some of one’s own 
needs for the sake of the other. When the woman’s response 
is slower, as it frequently is, the man’s control of so powerful 
an impulse as the sex force shows evidence of thoughtfulness 
and consideration for the woman who is sharing this experi- 
ence. Similarly, the wife who is willing to accept her husband 
and give him the satisfaction he seeks, even though she may 
have little desire at the time, shows the depth of her feeling 
for him—her pleasure in giving him something he needs and 
desires. The satisfactions of a mate’s needs may be justi- 
fiable even when they are not necessarily mutual. The man 
should, however, be able to accept his wife in the sex relations 
without resentment, even if she does not have a complete 
response. 

A third element in marriage is the desire to build a home 
and family. Most married couples want children, and only 
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a small percentage remain voluntarily childless. There is a 
basic, powerful urge in women to conceive and to bear chil- 
dren. The use of scientific contraceptive methods merely 
makes possible the planning of parenthood. Planning and 
spacing children have become increasingly widespread among 
all social strata. 

Yet this ability to plan has created new problems. It places 
the decision of whether and when to have a baby upon the 
parents themselves. Husband and wife do not always agree 
’ about the timing or the number of children. Nor do they 
always agree on the type of contraceptive to be used. The 
husband may wish the wife to take the necessary precautions, 
and she may want him to share the responsibility. Rejection 
of contraceptive methods or irregular use is sometimes a sign 
of unconscious conflicts regarding pregnancy and motherhood, 
or else an indication of a strong desire for a child. 

Infertility can also become a difficult psychological problem 
in marriage. The lack of ability to procreate is a severe blow 
to self-esteem, and the knowledge of it leads to a marked 
feeling of inadequacy. Conversely, there may also exist deep- 
seated anxieties which contribute to the infertility. In any 
event, the resulting conflicts may lead to much marital 
dissatisfaction. 

Mature mutual love, sexual responsiveness, and sharing in 
parenthood are the dynamics of a happy, healthy, stable mar- 
riage. Because of differences in personality, in physiological 
capacities, or in emotional needs, conflicts may arise in any 
of these areas. Other factors, too, may lead to marital 
disturbances. A married couple does not live in isolation. 
Cultural, religious, and educational differences, social and 
economic factors may be sufficiently acute to become a cause 
of serious difficulties in a marital relationship. Unemploy- 
ment, illness, lack of adequate housing, and particularly in-law 
interference frequently cause anxieties and conflicts in a 
relationship that might otherwise have been very satisfactory. 

Changing social, economic, and cultural conditions are 
modifying the structure and functions of marriage and the 
family. The social mobility that exists in the United States 
leads to the marriage of people from different social, educa- 
tional, and religious groups, and this adds to the problems of 
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adjustment. Technological advances, particularly the increas- 
ing participation of women in industrial and professional life, 
the progressive diminution of her economic dependence on her 
husband, lavor-saving devices in the home—all of these are 
to-day affecting the character of marriage and family life. 

The newer concepts of masculinity and femininity conflict 
with the stereotyped male and female réles. The latter 
implied an aggressive, strong, dominant male and a submis- 
sive, weak, gentle female. A man went out of the home to 
earn the money to maintain the household and a woman 
remained in the home and limited her activities to being a 
wife, mother, and homemaker. In every culture the male has 
been the ‘‘provider’’ and the woman, the ‘‘preparer.’’ 
To-day these réles are being modified. A woman may be as 
capable in industry and earning capacity as a man is; she 
may even be able to earn more money than he does. When 
she works outside of the home, she expects him to participate 
in the household tasks. If she helps with ‘‘providing,’’ then 
she would like him to help with the ‘‘preparing.’’ This change 
in the previously well-defined réles of men and women adds 
new stresses and strains to the adjustments in marriage. 
Many people are confused by these factors and are not ready 
or not equipped to recognize and accept them. 5 

The gradual transition from an authoritarian, patriarchal 
family system to a democratic organization brings further 
problems. One of the many aspects of this newer concept of 
family life is the problem of mutuality. When women were 
submissive, they had few expectations, whether social or 
sexual. They were satisfied with their réle of wife and home- 
maker. Now they expect to have mutual interests, mutual 
tastes, mutual attitudes to families and friends, and also 
mutual sexual gratifications. Since this is not always pos- 
sible, one or the other or both may come to feel that there is 
something wrong with their relationship. 

Formerly families were held together in spite of conflicts 
by external pressures of law, religion, and society. To-day 
these outer forces have begun to lose their effectiveness. Men 
and women can now separate without loss of status within the 
community or the family group. Marital stability depends, 
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therefore, more on the cohesive power of an inner unity and 
harmony than on the adhesive forces of social pressure. 

Infidelity is another threat to marriage. In the past, 
infidelity in husbands was tacitly accepted, and a wife, if she 
found out about it, merely had to wait until the affair blew 
over. But the women of to-day, now that the old fears of 
infection and conception no longer hold, may also be tempted 
by the adventure of an extramarital affair. This adds 
another difficulty to maintaining a stable, permanent family 
unit. 

These changes in values and attitudes have come about 
relatively fast; they have not as yet infiltrated sufficiently into 
the pattern of family living. At present we are still in a stage 
of transition. Each new generation has to improvise its 
behavior instead of being able to lean on tested experiences. 
We have severed our moorings to the old and have not yet 
anchored to the new. This makes for much tossing about of 
family life. 

Marriage is a dynamic relationship. It requires continual 
adjustments as the family begins, as it expands with the 
coming of children, and as it contracts when the children later 
leave to establish their own family units. Some of the dis- 
satisfactions in marriage emerge in later life, among the 
older people, particularly when they have failed to make a 
satisfactory mutual adjustment earlier in their relationship 
and have remained together only because the children were 
at home. 

These observations on the dynamics and the pathology of 
marriage are based on a psycho-bio-social orientation. They 
represent the viewpoint of the physician who treats the indi- 
vidual as a total person, as an integrated being with a body, a 
mind, and emotions, which interact and influence one another. 
This is the point of view of sccial medicine, which recognizes 
that man cannot be treated in isolation, but that he brings with 
him problems of his relationships with his family, his work, 
and his total social environment. 

To summarize then: 

1. Men and women marry to satisfy three basic needs—the 
need for love, sex, and parenthood; the need for the security 
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of affection, for sexual satisfaction, and for the fulfillment of 
the desire for parenthood. 

2. The numerous adjustments that are necessary in the 
marital relation result partly from constitutional biological 
differences and partly from the differences in the psycholog- 
ical and emotional equipment that men and women bring to 
marriage. 

3. Cultural and social conditions and patterns of life influ- 
ence materially both the biological and the psychological fac- 
tors, and hence play an important réle in marital adjustment. 

4. Normal adjustments in marriage are made more difficult 
when there is pathology either in the biological or in the psy- 
chological make-up in one or the other mate, or in the social 
environment in which the couple lives. 





THE HALFWAY HOUSE 


THE ROLE OF LAYMEN’S ORGANIZATIONS IN THE 
REHABILITATION OF THE MENTALLY ILL 


LOUIS E, REIK, M.D. 
Assistant Superintendent, Butler Hospital, Providence, R. I. 


Diptera spasm and halfway measures seem to occupy a 
place of supreme importance in the psyche, for they are 
constantly brought to bear to maintain satisfactory equilib- 
rium between what is inwardly desired and what is available 
in the outside world. When the struggle between inner and 
outer realities goes badly, symptoms of illness appear, and 
the patient comes to the psychiatrist for help. But the latter 
has a much more complicated task to perform than the mere 
recognition and naming of symptoms. He must proceed to 
estimate not only the severity of the disease, but also the 
strength of his patient’s tendency to regain stable equilibrium 
and the conditions under which it can best be achieved. 
The mental hospital, with its emphasis on illness and psy- 
chopathology, is admirably equipped for the study and care 
of the sick, but for those with potentialities for healthy living 
it can, as Eugen Bleuler taught long ago, foster morbid 
dependency and have an adverse effect. A halfway house, 
on the other hand, emphasizing health rather than disease, 
might offer a certain class of patients, not sick enough for 
the hospital or well enough to go home, an optimum environ- 
ment for testing and realizing potentialities for health. 
Years ago, Sir Thomas Clifford Allbutt, Regius Professor 
of Physic in the University of Cambridge, wrote that ‘‘all 
efforts to define diseases fully are in vain’’; and elsewhere 
he said: ‘‘To know disease, then, we must first know the lati- 
tudes of health.’’* Very recently, the psychoanalyst, K. R. 
Hissler, expressed essentially the same idea when he said that 
the crucial question is not the symptomatology, but rather 
the reaction of the ego to the illness.’ 
1 See his ‘‘Introduction’’ to A System of Medicine. Vol. I, p. xxxii and p. xxiii. 
. 28ee ‘*The Effect of the Structure of the Ego on Psychoanalytic Technique,’’ 
by E. K. Eissler. Journal of the American Psychoanalytic Association, Vol. 1, 


pp. 104-43, January, 1953. 
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Institutional psychiatrists have long been familiar with a 
group of patients whose progress in the mental hospital is at 
a standstill and whose continued hospitalization fosters 
dependency, loss of initiative, and neglect of potentialities for 
healthy living. Patients in this group present paradoxical 
features. They are able to maintain equilibrium in the hos- 
pital, but cannot do so at home. They recognize their need 
to escape from the stresses of the outside world, but in the 
hospital they avoid and resist attempts to help them resolve 
basic conflicts. They take flight from home to the hospital, 
and in the hospital they occupy a position midway between 
sickness and health. Treated as invalids, they profess health; 
assumed to be well, they soon demonstrate inability to with- 
stand the stresses of the outside world. 

Patients of this type are found in the various categories of 
official psychiatric nomenclature; some are called severe psy- 
choneurotics, others are labeled schizophrenics, while still 
others are called psychopaths. The psychiatric diagnosis 
alone does not define them. Some have received shock therapy, 
and others have been given prolonged psychotherapy. <A 
few have been subjected to every type of treatment known to 
modern psychiatrists. In spite of all this more or less expen- 
sive treatment, they have not shown sufficient improvement 
for discharge, and in consequence are allowed to settle into 
the routine of hospital life and into chronic illness. 

It is conceivable that some of them, if carefully selected, 
would do well in an environment in which the emphasis was 
placed on health rather than on disease. Such an environ- 
men, controlled by laymen instead of by doctors and nurses, 
and stripped as far as possible of reminders of ill health, 
might bring to bear positive and powerful suggestion, leading 
to increasing health and independence. 

It is true that there have been many attempts on the part 
of laymen in the past to care for the mentally ill, the history 
of which is at least as old as the colony at Gheel. But for 
such an experiment to succeed, it should be placed on a basis 
as rational and scientific as our present knowledge permits. 
On the one hand, it does not seem reasonable that laymen 
should undertake the care of the mentally ill without psy- 
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chiatric advice and guidance, or, on the other, that the psy- 
chiatrist, because he has not effected a cure, should indubitably 
believe that pothing more can be done. It seems logical to 
think that an environment intermediate between the mental 
hospital and the outside world—a ‘‘halfway house’’—would 
make an important contribution to the rehabilitation of prop- 
erly selected patients. 

The ideal ‘‘halfway house’’ would not pretend to help all 
types of patient, but only those whose psychological needs 
could best be met in the environment it provides. Operated 
by laymen, it would recognize, nevertheless, the necessity of 
working in liaison with psychiatrists, particularly depending 
on them for the initial screening of its guests and for psy- 
chiatric advice if all does not go well. In this respect, it 
would differ significantly from those laymen’s ventures with 
little or no professional guidance and counsel. But at the 
same time it would preserve in its everyday operations free- 
dom from professional paternalism and interference and from 
the atmosphere of the psychiatric clinic. 

At the ‘‘halfway house,’’ the assumption would be that the 
former patient can function in a constructive, useful way; he 
would not only be able to play hard, but to work hard and 
well. If he made a steady, useful contribution of work, he 
would receive remuneration for it, just as he did before he 
became ill. He would be given an important share of respon- 
sibility for the administration and operation of the com- 
munity, where, however, he would meet with more human 
understanding and tolerance than is ordinarily met in the 
world to which it is hoped he can eventually return, after 
regaining health and confidence during this intermediate 
phase. Having moved from the restricted and dependent 
existence of the mental hospital to the more independent, but 
still relatively simple, rural or even urban life at ‘‘halfway 
house,’’ he would logically be better prepared to take his 
place in his own community again. 

Like all hypotheses, this one of the advantages of a ‘‘half- 
way house’’ is meaningless unless it is adequately tested. For 
about twenty years, the idea has been applied at the Spring 
Lake Ranch at Cuttingsville, Vermont, in codperation: with 





618 MENTAL HYGIENE 


New England psychiatrists. During that time, hundreds of 
patients have sojourned there, and judged by ordinary stand- 
ards, the ranch has been relatively successful. 

But those who conceived the idea are not satisfied with 
generalities. They ask themselves why, in the face of over- 
crowding in mental hospitals, their halfway house has not 
been more widely duplicated elsewhere. Anxious to establish 
their work on a firm scientific basis, they invite psychiatrists 
and clinical psychologists to conduct researches, and they 
express willingness to function as a training center for other 
interested laymen with special aptitude for this type of work, 
provided that those who are most qualified to judge and who 
seriously examine and evaluate their work believe it to be 
sound, 

Whether the Spring Lake Ranch type of ‘‘halfway house’’ 
or some modification of it best meets the needs of the class 
of patients discussed above remains to be determined, since 
the idea is still in the process of development. But the search 
for new methods of rehabilitating the mentally ill demands 
both of psychiatrists and of laymen unceasing interest and 
devotion. The task remains complex and difficult in spite of 
the great advances in theoretical medical psychology that 
came with the dawn of the present century. 

It seems certain, however, that if the mentally ill are to be 
restored to usefulness, an approach that is humane and con- 
structive yields better results than one colored by apathy or 
pessimism. Patients of all types can be counted on to respond 
to some degree to those who show genuine interest and help- 
fulness, whether laymen or doctors. Where the need is great 
and the laborers so few, laymen’s organizations modeled 
along lines that seek to define what Allbutt called the ‘‘lati- 
tudes of health’’ might well be considered as adjuncts to 
state-hospital care, for it is in this field that the idea of the 
‘halfway house’’ seems to offer the greatest contribution and, 
if executed with caution and wisdom, the most intriguing 
possibilities for favorable results. 





RATES OF DISCHARGE AND RATES OF 
MORTALITY AMONG FIRST ADMISSIONS 
TO THE NEW YORK CIVIL 
STATE HOSPITALS * 


THIRD PAPER 


BENJAMIN MALZBERG, Pu.D. 
New York State Department of Mental Hygiene 


*4°HE New York State Department of Mental Hygiene 

adopted a new statistical system as of April 1, 1943. A 
punched card, with a wide variety of statistical information, 
was prepared for every patient on the books of the state and 
licensed mental hospitals on that date. Such punched cards 
have been prepared for every patient admitted thereafter. 
Corresponding punched cards have been prepared for the 
patients who were discharged or who died. Punched cards 
for the same patient are brought together in a permanent file, 
and enable one to make systematic studies of the hospital 
histories of the patients. 

Two such studies have been made. The first was based upon 
the histories of first admissions to the New York civil state 
hospitals during the fiscal year that ended March 31, 1944;! 
the second, upon first admissions during the year that ended 
March 31, 1945.7, When the data were made available for these 
analyses, the statistical files were complete through March 
31, 1949. This date, therefore, marked the terminal point 
for the follow-up of these hospital histories. From among 
the first admissions to the civil state hospitals, those patients 
were selected for study who had not been transferred to or 

*This investigation was supported by a research grant from the National 
Institute of Mental Health, of the National Institutes of Health, United States 
Publie Health Service. 

1See ‘‘Rates of Discharge and Rates of Mortality Among First Admissions to 
the New York Civil State Hospitals,’’ by Benjamin Malzberg. MrNnTAL Hyareng, 
Vol. 36, pp. 104-20, January, 1952. 

2 See ‘‘Rates of Discharge and Rates of Mortality Among First Admissions to 
the New York Civil State Hospitals: Second Paper,’’ by Benjamin Malzberg. 
MENTAL HYGIENE, Vol. 36, pp. 618-38, October, 1952. 
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readmitted to another mental hospital, outside of the New 
York state-hospital system. 

The present study is based upon a group of first admis- 
sions during the fiscal year that ended March 31, 1946. A 
patient admitted on the first day of the year (April 1, 1945) 
could therefore be followed for a period of four years, through 
March 31, 1949. <A patient admitted on the last day of the 
fiscal year could be followed for only three years. In order 
to maintain the same maximum period of exposure * for each 
patient, it was therefore necessary to follow each patient for 
a maximum of three years from the date of admission. The 
patients included in this third follow-up study totaled 12,480, 
of whom 5,765 were males and 6,715, females. 

As in the preceding studies, the duration of treatment was 
measured from the date of admission to the date of removal 
from the books. In some studies, the duration has been 
measured from the date of admission to the date of place- 
ment in convalescent care (parole).? I have preferred the 
former interval for reasons that appear to me to be sub- 
stantial. In the first place, convalescent care (parole) need 
not imply the end of treatment. Psychotherapy is adminis- 
tered on an outpatient basis, and medical treatment in the 
form of shock therapy is becoming a part of the theraupetic 
process during the parole period. Furthermore, the duration 
of the interval prior to parole depends to a high degree upon 
the attitude of hospital administrators. Patients may have a 
shorter or longer residence, depending upon such attitudes. 
That this is not inconsequential may be seen from the fact 
that whereas 70 per cent of the patients are discharged by 
the New York civil state hospitals while in convalescent care, 
this percentage varies among the several hospitals from a 
minimum of 30 to a maximum of 85. Obviously, patients 
discharged by the latter hospital tend to have a shorter hos- 
pital residence than patients discharged by the former. There 
may be many factors, in addition to the condition of the 
patient, that determine placement in convalescent eare. 

Furthermore, instead of asking how many patients were 

1 An annual exposure is the equivalent of one person at risk of death for a year. 

2 See, for example, ‘‘ New Facts on Prognosis in Mental Disease, ’’ by Robert H. 


Israel and Nelson A. Johnson. American Journal of Psychiatry, Vol. 104, pp. 540- 
45. March, 1948, 
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paroled or discharged within a specified period, one might 
ask how many were still in the hospital (or on the books) at 
the end of such period. From 30 to 40 per cent of the patients 
placed in convalescent care are subsequently returned to the 
hospital because of a continuation or an exacerbation of the 
same illness. A patient placed on parole during a month 
may be back in the hospital at the end of the month. There- 
fore, cohort studies based upon time intervals up to. parole 
are not comparable to tables of life expectancies, since the 
date of parole is not a necessarily true terminal point with 
respect to the duration of the disease. ’ 

However, though the interval from admission to the hos- 
pital to discharge from the books is a better measure of 
duration, it is, nevertheless, imperfect in an important 
respect. Patients may be discharged in an automatic manner 
at the end of a maximum period of convalescence, the date 
being set in advance. In such cases, the true duration may 
be overstated by several months. It would appear that 
patients should be discharged from convalescent care when 
their condition determines the desirability of discharge. This 
should be the goal, thus making convalescent care an effective 
medi¢al and social procedure. As this end is approached, 
the unit of time in measuring the duration of a mental dis- 
ease after admission to a hospital will move closer and closer 
to a truer estimate. 

Of the 5,765 male first admissions included in this study, 
2,283, or 39.6 per cent, were discharged within three years 
after admission. (See Table 1.) As in the preceding studies, 
almost a quarter (24.3 per cent) were discharged within three 
months after admission. The number of discharges decreased 
rapidly during the rest of the first year. The discharges 
during the first year numbered 802, or 35.1 per cent of the 
total discharges. A little more than half of the discharges 
occurred during the second year after admission, as a result 
of the termination of periods of convalescent care. 

The rate of discharge was greatest during the first three 
months, when there were 422.8 discharges per 1,000 annual 
exposures. The rate decreased rapidly during the remainder 
of the first year, so that the average rate for the year was 
only 161.8 per 1,000 exposures. Because of the termination 
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of the period of convalescent care, the rate rose during the 
second year after admission, when it reached 390.7. The 
rate declined to 135.1 during the third year. 

There were 6,715 female first admissions, of whom 2,772, 
or 41.3 per cent, were discharged within three years after 
admission. (See Table 1.) Of the total discharges, 480, or 
17.3 per cent, occurred within the first three months after 
admission. As with the males, there was a rapid reduction 
in the number of discharges during the remainder of the 
first year. There were 759 discharges during the whole of 
the first year, or 27.4 per cent of the total discharges. Almost 
two-thirds of the discharges occurred during the second year. 
The discharge rate was 310.0 per 1,000 annual exposures 
during the first three months. The rate fell rapidly during 
the remainder of the first year, and averaged 129.0 per 1,000 
annual exposures during the first year. It rose to 428.1 
during the second year, and fell to 121.1 during the third year. 

Of the 12,480 first admissions, 1,856, or 14.9 per cent, were 
discharged as recovered. (See Table 2.) An additional 
1,638, or 13.1 per cent, were discharged as much improved. 
A total of 4,575, or 36.7 per cent, showed some degree of 
improvement at time of discharge. The sex differences in 
rates of improvement were not significant. 

These rates of recovery and improvement may be com- 
pared with a follow-up of first admissions to the New York 
civil state hospitals between 1909 and 1913.1. The hospital 
histories of these patients were followed for 15 years from 
the date of admission. For purposes of comparison, we may 
consider the condition of these patients at the end of three 
years after admission. 

The rate of recovery was 20.8 per cent, and the total rate 
of improvement was 37.5 per cent. The rate of recovery 
was higher than that found in the present study, but the 
total rates of improvement were on a par. Since it is fre- 
quently difficult to distinguish between grades of recovery 
and of much improvement, part of the difference with respect 
to rates of recovery may be ascribed to this factor. A more 
important factor, however, is the much greater prevalence 

1 See ‘‘ Hospital Departures and Readmissions Among Mental Patients During 


the Fifteen Years Following First Admission,’’ by Raymond G, Fuller. Psychiatric 
Quarterly, Vol. 4, pp. 642-74, October, 1930. 
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to-day of senile psychoses and psychoses with cerebral arterio- 
sclerosis, both of these groups having low rates of recovery 
and of improvement in general. In 1910, these two groups 
included only 14 per cent of the total first admissions, com- 
pared with 38 per cent in 1946. Because of the excess in 
recent years, the rate of improvement is weighted downwards. 
Therefore, more detailed comparisons will be made in later 
sections with respect to comparable groups of mental 
disorders. 

Of the 5,765 male first admissions, 2,076, or 36.0 per cent, 
died within three years after admission. (See Table 1.) Half 
of the deaths occurred within three months after admission. 
The number of deaths decreased rapidly during the remainder 
of the first year, but by the end of that period totaled 1,615, 
or 77.8 per cent of the total deaths. The death rate was 
752.8 per 1,000 annual exposures during the first quarter of 
the first year. The average death rate during the first year 
was 301.1. The death rate fell to 94.6 during the third year. 

Of the 6,715 female first admissions, 2,202, or 32.8 per 
cent, died within the period of three years after admission. 
(See Table 1.) As in the case of the males, almost half of 
the deaths occurred within three months after admission, and 
three-fourths occurred during the first year. The death rate 
was 643.6 per 1,000 annual exposures during the first three 
months, but fell to 134.8 during the last three months of the 
year. The average death rate was 261.7 during the first 
year after admission. The death rate decreased among those 
with longer hospital residences. As usual, females had lower 
death rates than males. 

Table 3 shows the number of the first admissions on the 
books of the New York civil state hospitals at stated periods 
after admission. Account has been taken of patients who 
were readmitted after discharge. Within three months after 
admission, the number of male patients was reduced from 
5,765 to 4,219, or to 73.2 per cent of the total. By the end 
of the first year there were 3,478 still on the books, or 59.3 
per cent. In a little more than one year, the total was 
reduced by 50 per cent. At the end of the third year, only 
1,572, or 27.3 per cent, were still on the books. 

Because of their lower discharge and death rates, higher 
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proportions of females than of males were on the books at the 
end of corresponding intervals. Of the 6,715 female first 
admissions, 78.1 per cent were on the books at the end of 
three months, 66.9 per cent at the end of a year, and 30.0 
per cent at the end of three years. 

As in preceding studies in this series, we shall study rates 
of discharge and of mortality in several groups of mental 
disorders. This is necessary, since these rates vary sig- 
nificantly from group to group, and without such compari- 
sons the differences would be concealed by the average 
results shown by the whole group of first admissions. For 


TABLE 3, NUMBER OF PATIENTS REMAINING ON THE BooKs oF THE NEW YoRK CIVIL 
Srare HosPITaLs aT THE END or SprEciric PERI0ops AFTER 
First ADMISSION 
Males Females 


A. A. 
7? t ‘ 


Per cent of Per cent of 
total first total first 

End of period Number admissions Number admissions 
Third month 4,219 73.2 5,244 78.1 
Sixth month 3,848 66.7 4,864 72.4 
Ninth month 3,638 63.1 4,660 69.4 
First year 3,478 59.3 4,492 66.9 
Second year 1,943 33.7 2,400 35.7 
Third year 1,572 27.3 2,013 30.0 





such comparisons, we shall select groups that are of impor- 
tance, either numerically or clinically. 

Psychoses with Cerebral Arteriosclerosis.—There has been 
a remarkable increase in the number of first admissions with 
psychoses with cerebral arteriosclerosis. Forty years ago 
they numbered less than 200 annually, and included only 3 
per cent of all first admissions, To-day there are more than 
3,000 such first admissions annually, and they represent 20 
per cent of the total first admissions. As they have low dis- 
charge rates and high death rates, this group exerts an 
unfavorable influence with respect to the average rates of dis- 
charge and mortality for the entire group of first admissions. 

There were 1,380 male first admissions with psychoses with 
cerebral arteriosclerosis. (See Table 4.) Of this total, only 
210, or 15.2 per cent, were discharged within three years 
after admission, compared with 39.6 per cent of all male first 
admissions. A fourth of the discharges occurred within three 
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months after admission, representing an annual discharge 
rate of 178.4 per 1,000 exposures. There were few discharges 
during the remainder of the first year, the average rate for 
the first year being only 65.9 per 1,000 annual exposures. 
There were 128 discharges during the second year, or a rate 
of 246.2, but the rate dropped to 102.4 during the third year. 

Among the 1,389 female first admissions with psychoses 
with cerebral arteriosclerosis, there were 220 discharges 
within the period of three years, or 15.8 per cent. There 
were few discharges during the first year after admission, 
most of these occurring during the first three months. During 
this period there was a discharge rate of 135.2 per 1,000 
annual exposures. The average discharge rate during the 
first year was 57.6. The rate rose to 242.8 during the second 
year after admission, but fell to 43.9 during the third year. 

Compared with the results for the corresponding group 
of first admissions in 1910-1913, the present results are 
unfavorable. Among males, the percentage of discharges 
within three years after admission declined from 26.7 to 15.2. 
Among females, they declined from 21.5 to 15.8. 

The recovery rate was low. Of the 2,769 first admissions 
with psychoses with cerebral arteriosclerosis, only 90, or 3.3 
per cent, were reported as recovered within the three years 
after admission. (See Table 5.) The total rate of improve- 
ment was 14.0 per cent. There was no significant difference 
with respect to sex. 

Four decades ago, the recovery rate among first admis- 
sions with psychoses with cerebral arteriosclerosis within 
three years after admission was 5.2 per cent, and the total 
rate of improvement was 21.9 per cent. It appears that the 
rate of improvement in this group has declined. 

Death rates are high among first admissions with psychoses 
with cerebral arteriosclerosis. Of the 1,380 males, 925, or 
67.0 per cent, died during the three years after admission. 
(See Table 4.) Half of the deaths occurred during the first 
three months after admission. Three-fourths occurred dur- 
ing the first year. Had the rate during the first three months 
continued, all would have died within nine months. The rate 
dropped, however, the average for the first year after admis- 
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sion being 539.9 per 1,000 annual exposures. The death rate 
fell to 207.2 during the third year. 

Females showed a similar trend, though the death rates 
were lower than among males. Of the 1,389 female first 
admissions, 876, or 63.1 per cent, died during the three years 
after admission. Three-fourths of the deaths occurred dur- 
ing the first year, during which time the first three months 
showed the heaviest mortality. The average death rate for 
the first year was 486.6 per 1,000 annual exposures. The 
rate fell to 182.3 during the third year. 

The experience of four decades ago indicates that 61.5 per 
cent of such patients died within three years after admis- 
sion, compared with 65.0 per cent in the present study. The 
excess is not great, but when considered in correlation with 
corresponding differences in rates of discharge and of 
improvement, there is an implication that the expectations 
of discharge and of improvement are not as good as they 
used to be among this group of patients. This cannot be 
ascribed to methods of treatment, and it is, therefore, probable 
that the increasing rate of first admissions with psychoses 
with cerebral arteriosclerosis is associated with a poorer 
physical selection of individuals who rise to the age levels 
associated with these disorders. 

Senile Psychoses.—First admissions with senile psychoses 
have been increasing in number. They have low discharge 
rates and high mortality rates, so that, as with psychoses 
with cerebral arteriosclerosis, they affect the average results 
for all patients in an unfavorable manner. There were 840 
such male first admissions included in this analysis, of whom 
only 45, or 5.4 per cent, were discharged within three years 
after admission. (See Table 6.) <A third of the discharges 
occurred during the first year. Half occurred during the 
second year. The discharge rate per 1,000 annual exposures 
fell from 200.0 during the three months following admission 
to 14.3 during the last quarter, with an average of 27.2 for 
the entire first year. These rates are less than half of the 
corresponding rates among first admissions with psychoses 
with cerebral arteriosclerosis. 

Of the 1,326 female first admissions with senile psychoses, 
80, or 6.0 per cent, were discharged within three years. In 
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general, they had a higher rate of discharge than the males. 
The rate of discharge per 1,000 annual exposures fell from 
238.1 during the first three months after admission to 7.3 dur- 
ing the third quarter of the year, with an average of 34.4 
during the first year. The rate rose to 84.3 during the second 
year, and fell to 22.0 during the third year. 

These discharge rates are significantly less than the rates 
experienced forty years earlier. 

The recovery rate for these patients was only 1.0 per cent 
during the three years after admission. (See Table 7.) The 
total rate of improvement was 4.8 per cent. These are con- 
siderably less than the corresponding rates for the arterio- 
sclerotic group. 

Forty years ago the recovery rate among first admissions 
with senile psychoses was 1.3 per cent, and the total rate of 
improvement was 9.8 per cent. These exceed the correspond- 
ing rates for the present group of first admissions. As in 
the case of the arteriosclerotics, there is a suggestion that 
patients admitted with senile disorders are not as good a 
physical selection among the aged as those admitted from 
an earlier generation. 

As the question of the differentiation of senile psychoses 
and psychoses with cerebral arteriosclerosis is frequently 
raised, we may make a further comparison by combining the 
two groups of first admissions for each period. (See Table 
8.) On this basis, the rate of recovery for the group admitted 
in 1945-1946 was 2.0 per cent, compared with 3.3 per cent for 
the earlier period. The total rates of improvement were 
9.1 and 15.0 per cent, respectively. This confirms the results 
found separately for each of these groups of psychoses. 

Mortality rates are high. Of the 840 male first admissions 
with senile psychoses, 646, or 76.9 per cent, died within three 
years after admission. (See Table 6.) Half of the deaths 
occurred within three months after admission. Had this 
rate continued, the male patients would all have died in 
about seven months. The death rate decreased, however, so 
that 504 died during the first year, corresponding to an annual 
rate of 605.8 per 1,000 exposures. During the third year, the 
death rate dropped to 245.0. 

Of the 1,326 female first admissions, 968, or 73.0 per cent, 
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died within three years after admission. Of the total deaths, 
453, or 46.8 per cent, occurred within three months, Seventy- 
six per cent occurred during the first year. The annual death 
rate was 562.0 per 1,000 exposures during the first year after 
admission, with a reduction to 192.3 during the third year. 

As with first admissions with psychoses with cerebral 
arteriosclerosis, there has been an increased rate of mortality 
among those with senile psychoses in recent years. Thus 
76.9 per cent of the present group of males died within three 
years after admission, compared with 70.3 per cent of a 
similar group admitted 40 years ago. Among females, the 
corresponding percentages were 73.0 and 62.7, respectively. 
For both sexes, combined, the rates were 74.5 and 66.5 per 
cent, respectively. Since a larger proportion of the general 
population is reaching old age, these comparisons raise the 
question of the possible effect of adverse natural selection 
among the contemporary elderly groups. 

General Paresis.—Up to 1920 first admissions with general 
paresis represented 13 per cent of the total annual first 
admissions to the New York civil state hospitals. Since 
1920 they have represented a steadily declining proportion, 
until to-day they include less than 3 per cent. The actual 
number of such first admissions has declined, despite the 
fact that the general population has increased by several 
millions. Since 1920, the treatment of general paresis has 
undergone a revolutionary change. It is, therefore, of impor- 
tance to see what has been the effect with respect to rates of 
discharge and mortality. 

Of 433 male first admissions with general paresis in 1945- 
1946, 126, or 29.1 per cent, were discharged within three years 
after admission. (See Table 9.) The corresponding rate in 
the control study was 20.0 per cent. Of the 126 discharges, 
only 21, or 16.7 per cent, occurred during the first year after 
admission. Two-thirds occurred during the second year. The 
discharge rate was 58.3 per 1,000 annual exposures during 
the first year. It rose to 334.0 during the second year. The 
rate was 142.4 during the third year, which nevertheless was 
in marked excess over the rate during the first year. 

Of the 134 female first admissions with general paresis, 
46, or 34.3 per cent, were discharged within three years, com- 
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pared with only 25.2 per cent among a similar group admitted 
four decades ago. It is evident, therefore, that there has 
been an increase in the discharge rate. Of the 46 discharges, 
the great majority occurred during the second year after 
admission. The annual discharge rate rose from 83.3 per 
1,000 exposures during the first year to 311.8 during the second 
year. The rate fell during the third year, but remained in 
excess of the discharge rate for the first year. 

The condition at discharge is shown in Table 10. Those 
discharged as recovered totaled 27, or 4.8 per cent of the 
total admissions. Those discharged as either recovered or 
improved included 28.4 per cent of the total admissions. These 
may be compared with the corresponding percentages during 
the earlier period. Of the latter group, only 0.6 per cent were 
discharged as recovered, and only 14.1 per cent showed some 
degree of improvement. Here is clear proof of the value 
of the new methods of chemo-therapy. 

Increases in rates of improvement have been accompanied 
by important reductions in mortality. Of the male first admis- 
sions with general paresis in 1910-1913, 70.5 per cent died 
within three years. Of the corresponding group in 1946, only 
29.1 per cent died within three years. Among females, the 
percentages were 34.3 in 1946 and 55.7 per cent in 1910, 

Of the 186 deaths among male general pareties in 1945- 
1946, 146, or 78.5 per cent, occurred during the first year 
after admission. (See Table 9.) Almost half occurred within 
three months after admission. The death rate during the 
latter period was 819.3 per 1,000 annual exposures. The 
death rate decreased as the period of hospitalization increased. 
The average rate during the first year was 345.6. It decreased 
rapidly to 77.2 during the third year. 

As in the case of the males, the crucial period among 
females was the first three months after admission. Half 
of the female deaths occurred during this period, represent- 
ing an annual rate of 612.9 per 1,000 annual exposures. The 
death rate decreased rapidly after this period. The average 
for the first year was 217.1. Males had higher death rates 
than females. 

Alcoholic Psychoses——Of 514 male first admissions with 
alcoholic psychoses, 301, or 58.6 per cent, were discharged 
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within three years after admission. (See Table 11.) Of the 
total discharges, 106, or 35.2 per cent, occurred within the first 
three months. Very few were discharged during the remain- 
der of the first year, the total for this period being 126. 
Almost half were discharged during the second year. The 
rate of discharges per 1,000 annual exposures was 902.1 dur- 
ing the first three months. The rate decreased rapidly, so that 
the average for the first year was 253.8. The maximum rate, 
417.9, occurred during the second year. 

There were 140 female first admissions with alcoholic 
_ psychoses, of whom 87, or 62.1 per cent, were discharged 
during the three years after admission. Only 16 discharges 
occurred during the first year, of which 13 took place within 
three months after admission. Almost three-fourths occurred 
during the second year. The discharge rate fell from 406.3 
per 1,000 annual exposures during the first three months /to 
69.0 during the last quarter of the year, the average for the 
first year being 118.1. The rate rose to 552.6 during the 
second year, and fell to 163.3 during the last year. It is note- 
worthy that females had longer hospital durations than males. 

Among first admissions of an earlier date, (1910-1913), 
73.2 per cent of the males were discharged within three years, 
significantly in excess of the rate for the present group. The 
rate for the females differed only slightly, 58.0 per cent of 
the earlier group having been discharged within three years, 
as compared with 62.1 per cent of the later group. 

Of the 654 first admissions with alcoholic psychoses, 248, 
or 37.9 per cent, were recovered. (See Table 12.) Including 
all who showed some degree of improvement, the percentage 
was 58.5. Males showed a slight excess over females with 
respect to the rate of improvement. Compared with an 
earlier group of first admissions with alcoholic psychoses, 
it appears that the recovery rate fell from 45.8 per cent in 
1910 to 37.9 per cent in 1946. Improvement of all degrees 
fell from 62.9 per cent to 58.5. However, this comparison is 
probably spurious. The rate of recovery and improvement 
(as of discharge in general) depends upon the age at admis- 
sion. Under forty years of age, such rates are over 80 per 
cent. At older ages, they drop to less than 40 per cent. Of 
the first admissions with alcoholic psychoses to the New York 
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civil state hospitals in 1946, 43 per cent were aged fifty or 
over. Of those admitted in 1913, only 26 per cent were in this 
age group. 

Unfortunately, the age distribution of the group of patients 
included in the earlier study is not available, with respect 
either to age at admission or to age at discharge, and it is, 
therefore, impossible to make the necessary age adjustments 
for purposes of comparison. It is evident, however, that 
this factor alone must have decreased the discharge rate dur- 
ing the later period. 

We may consider next the mortality among the first admis- 
sions with alcoholic psychoses. Of the 514 males, 57, or 11.1 
per cent, died within the three years after admission. (See 
Table 11.) Most of the deaths occurred during the first year, 
when there were 35 deaths, or 61.4 per cent of the total. The 
rate was 77.6 per 1,000 annual:exposures. The rate fell to 
42.8 during the second year, and to 55.2 during the third year. 

Among the-140 females, there were 13 deaths within three 
years, or 9.3 per cent. Of the total deaths, 9 occurred during 
the first year, a rate of 68.2 per 1,000 exposures. The rate 
fell to 24.0 during the second year, and to 43.4 during the 
third year. 

The percentage of males dying within three years after 
admission, 11.1, exceeded that of the corresponding group of 
male admissions in 1910, which was 9.5. Female admissions 
in 1910 had a corresponding percentage of 19.2, as compared 
with 9.3 in 1946. Thus, despite the disadvantages of a higher 
relative age distribution, the death rate of the male alcoholics 
did not differ significantly from that of the earlier period, 
and the death rate of the females was significantly lower. 
This is probably due to the improvements associated with 
advances in nutritional therapies. 

Involutional Psychoses.—First admissions with involu- 
tional psychoses have shown an upward trend for several 
decades. It is, therefore, of importance to study the outcome 
of their hospital residences. Included in the present analysis 
are 244 male first admissions during the fiscal year 1945-46. 
Of this total, 157, or 64.3 per cent, were discharged within 
three years after their admission. (See Table 13.) There 
were very few discharges during the first year, such dis- 
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charges numbering only 22, or 14.0 per cent of the total dis- 
charges. Most of these, in turn, occurred within three months 
after admission. The great majority of the discharges 
occurred during the second year. The rate of discharges per 
1,000 annual exposures was 272.7 during the first three 
months, but declined rapidly during the remainder of the 
first year, so that the average rate for the year was 94.4. 
The rate increased to 613.8 during the second year, and 
dropped to 217.4 during the third year. The latter was still 
in excess of the rate during the first year. 

There were 600 female first admissions with involutional 
psychoses, of whom 405, or 67.5 per cent, were discharged 
within three years after admission. The sexes did not differ 
significantly in this respect. There were relatively few dis- 
charges during the first year. Of the total, 292, or 72.1 per 
cent, occurred during the second year. The discharge rate 
was 356.9 per 1,000 annual exposures during the three months 
after admission. The average rate for the first year was 
125.9. The rate rose to a maximum of 605.8 during the 
second year, and decreased to 218.6 during the third year. 

The condition of the patients at discharge is summarized 
in Table 14. Of the 844 first admissions, 303, or 35.9 per 
cent, were recovered. The much improved included 169, or 
20.0 per cent. Those with all degrees of improvement 
included 65.3 per cent of the total admissions. There were 
no significant differences between the sexes with respect to 
rates of recovery or improvement. Because of the absence 
of comparable data, it is impossible to contrast the results 
with those of any earlier period. 

Of the 244 male first admissions, 35, or 14.3 per cent, died 
within three years after admission. (See Table 13.) Most 
of the deaths occurred during the first year. Within this 
period, the highest mortality rate occurred during the first 
three months after admission. The average death rate per 
1,000 annual exposures was 94.4 during the first year. The 
rate dropped rapidly after the first year, and was fairly con- 
stant during the later years. 

Of the 600 female first admissions, 54, or 9.0 per cent, died 
during the three years after admission. This is significantly 
less than the corresponding rate for males. More than half 
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of the deaths occurred within three months after admission, 
and three-fourths occurred during the first year. The rate 
per 1,000 annual exposures fell from 71.0 during the first 
year to 29.3 during the second year, and to 24.2 during the 
third year. 

Manic-Depressive Psychoses.—There were 156 male first 
admissions with manic-depressive psychoses, during the fiscal 
year 1945-1946, who were included in the analysis. Of this 
total, 127, or 81.4 per cent, were discharged within threg years 
after admission. (See Table 15.) This is less than the cor- 
responding rate, 88.8 per cent, found four decades earlier. 
Forty discharges, or 31.4 per cent of the total, occurred 
during the first year, most of them during the first three 
months. Two-thirds of the discharges occurred during the 
second year. The rate of discharge per 1,000 annual expo- 
sures began with 783.8 during the first three months, averaged 
262.3 during the first year, and rose to 745.3 during the second 
year. 

Among the 333. female first admissions with manic-depres- 
sive psychoses, there were 268 discharges within three years 
following admission, or 80.4 per cent. This was on a par 
with the corresponding percentage, 81.2, which prevailed 
among an earlier group. Of the total discharges, 60, or 22.4 
per cent, occurred during the first year after admission, and 
189, or 70.5 per cent, during the second year. The rate per 
1,000 annual exposures began with 577.0 during the first three 
months, decreased to an average of 185.4 during the first year, 
and rose to a maximum of 747.0 during the second year. On 
the whole, females had lower rates of discharge than males 
in corresponding intervals. 

Of the 489 first admissions with manic-depressive psychoses, 
234, or 47.9 per cent, were recovered within three years after 
admission. (See Table 16.) The total showing some degree 
of improvement was 383, or 78.3 per cent. The recovery rate 
was less than that reported for the group admitted during 
1910-1913, but those described as much improved exceeded 
the corresponding earlier rate. The combined rate of improve- 
ment, 78.3 per cent, corresponded closely with a rate of 79.2 
per cent reported four decades ago. 

Of the 156 male first admissions, 13, or 8.3 per cent, died 
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within three years after admission. Of the 333 female first 
admissions, 23, or 6.9 per cent, died within this period. Both 
are slightly less than the corresponding percentages for the 
earlier groups. 

Seven of the thirteen male deaths occurred during the first 
year after admission. Because of the small number, no sig- 
nificant trend is apparent. Among the females, it is clear 
that there was a relatively heavy mortality during the first 
three months. Fourteen deaths, or 60.9 per cent of the total 
deaths, occurred during this period, representing a rate of 
228.6 per 1,000 annual exposures. The rate fell during the 
remainder of the year and averaged 62.7 for that period. 
The death rate dropped rapidly after the first year. 

Dementia Praecox.—Of the 1,218 male first admissions 
with dementia praecox, 738, or 60.6 per cent, were discharged 
within three years after admission. (See Table 17.) The 
rate of discharge was low during the first year, only 197, 
or 26.7 per cent of the total discharges, occurring during this 
period. The bulk of the discharges occurred during the second 
year. The rate of discharge was 314.4 per 1,000 annual 
exposures during the first three months after admission. The 
rate decreased rapidly during the remainder of the first year, 
and averaged 163.9 per 1,000 annual exposures during that 
period. The discharge rate grew to 457.2 during the second 
year after admission. 

Of 1,962 female first admissions with dementia praecox, 
1,149, or 58.6 per cent, were discharged within three years 
after admission. As in the case of the males, there were few 
discharges during the first year of residence, and of these 
about half occurred during the first three months. Sixty- 
five per cent of the discharges occurred during the second 
year after admission. The ‘discharge rate was 280.8 per 1,000 
annual exposures during the first three months. After a 
rapid reduction, the discharge rate averaged 144.9 during 
the first year. This was significantly less than the corre- 
sponding rate for the males. During the second year, how- 
ever, the rate for females advanced to 614.3, which was sig- 
nificantly in excess of that of the males. 

As compared with discharges of the earlier period, it may 
be noted that 60.6 per cent of the male admissions during 
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1945-46 resulted in discharge within three years, compared 
with 51.8 per cent of a group admitted four decades earlier. 
Among females, the corresponding percentages were 58.6 
and 35.3, respectively. It is clear, therefore, that the dis- 
charge rate has increased significantly. 

Of the 3,180 first admissions with dementia praecox in 
1945-1946, 16.4 per cent were discharged as recovered, and 
23.1 per cent as much improved. (See Table 18.) The total 
discharged within three years after admission with some 
degree of improvement was 53.5 per cent. 

Compared with the data for the period 1910-1913, we find 
that rates of recovery within a period of three years after 
admission increased from 5.7 to 16.4 per cent; rates of much 
improvement increased from 8.7 to 23.1 per cent; and total 
rates of improvement increased from 29.1 to 53.5 per cent. 
Thus, not only are patients with dementia praecox discharged 
to-day at a higher rate, but their rates of recovery and of 
general improvement are also better. These admirable 
results must be attributed in large part to the development of 
the shock therapies. 

However, because of difficulties in diagnosis, and fashions 
in diagnoses, there are some who feel that the results ascribed 
to patients with dementia praecox may, in fact, be due to the 
inclusion of patients who in earlier days might have been 
described as manic-depressives, among whom there is a high 
rate of spontaneous recovery. One way of testing this 
hypothesis is to combine the two groups, and to compute joint 
rates of discharge and of improvement. This is shown in 
Table 19. Of the 3,633 first admissions in 1945-1946 diag- 
nosed as either manic-depressive or dementia praecox, 2,282, 
or 62.8 per cent, were discharged within three years after 
admission. This exceeds the corresponding percentage for 
dementia praecox alone. However, if a similar comparison is 
made by combining the rates for the earlier period, we obtain 
an average percentage of only 49.1. 

Considering, in the same way, the condition of the patients 
at time of discharge, we find that the combined group had a 
recovery rate of 20.9 per cent, compared with 12.9 per cent 
for the earlier control group. Rates of much improvement 
were 23.2 and 8.7 respectively. All degrees of improvement 
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included 57.5 and 35.8 per cent, respectively, of the two groups 
of first admissions. It is evident, therefore, that the out- 
come for the present-day groups is definitely superior to 
earlier results, and this must be attributed to improvement 
with respect to the treament of dementia praecox, and not 
to any possible admixture with a manic-depressive group. 

We may consider next the rates of mortality among the 
first admissions with dementia praecox in 1945-1946. Of' the 
1,218 males, only 43, or 3.5 per cent, died within three years 
after admission. (See Table 17.) Of this number, over 40 
per cent occurred within three months, and 74 per cent within 
the first year after admission. The death rate averaged 64.8 
per 1,000 annual exposures during the first three months. 
During the first year, the death rate averaged 28.6 per 1,000 
exposures. The rate dropped after the first year. 

Among the 1,962 female first admissions with dementia 
praecox, there were 84 deaths during the three-year period, 
or 4.3 per cent. The death rates were relatively low through- 
out the period, but the heaviest mortality occurred during the 
first three months. During this interval, there were 35 deaths, 
representing 41.7 per cent of the total deaths. The death rate 


was 75,2 per 1,000 annual exposures. The rate dropped 
during the remainder of ‘the year, and averaged 30.8 for the 
year. The rate was very low after the first year. 


SuMMARY 


This is a third follow-up study of first admissions to the 
New York civil state hospitals. The patients were admitted 
during the fiscal year that ended March 31, 1946, and each 
patient was followed for a period of three years from the date 
of admission. Included in the study were 5,765 males, and 
6,715 females, a total of 12,480. 

Of the males, 39.6 per cent were discharged during the 
period of three years. Of a group of male first admissions 
from 1910 to 1913, 49.2 per cent were discharged within three 
years. The corresponding percentages for females were 41.3 
and 45.0, respectively. However, the comparisons are prob- 
ably spurious. It was shown in previous studies that the rate 
of discharge decreases with advancing age, and is especially 
low among those aged sixty or over. Of the total first admis- 
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sions to the New York civil state hospitals in 1945-1946, 40.7 
per cent were aged sixty or over, and 34.1 per cent were aged 
sixty-five or over. The corresponding percentages in 1913 
were only 17.4 and 12.5, respectively. Obviously, therefore, 
the probability of a discharge was reduced in 1946 merely as 
a consequence of the age distribution. The study employed 
as a control did not give the age distribution of the first 
admissions or their ages at discharge, and it is, therefore, 
impossible to make the proper adjustments for purposes of 
comparison. 

The changing age distribution is associated with changes 
in the distribution of the several psychoses. Most noteworthy 
is the increase in the admissions with psychoses with cerebral 
arteriosclerosis and senile psychoses. These groups have low 
discharge rates, which even compare unfavorably with the 
rates of the earlier generation. 

Of special] interest is the rate of discharge among general 
paretics. Uncorrected for the varying factor of age, it 
appears that 29.1 per cent of the males and 34.3 per cent of 
the females were discharged within three years, compared 
with 20.0 and 25.2 per cent, respectively of the earlier group. 

First admissions with alcoholic psychoses have rates of dis- 
charge that exceed the average, but because these admissions 
now include large proportions at advanced ages, the average 
rate of discharge is less than that of four decades ago. 

Discharge rates were high in the functional groups (invo- 
lutional psychoses, manic-depressive psychoses, dementia 
praecox). The results for dementia praecox are especially 
interesting. During the earlier period, 51.8 per cent of the 
male admissions were discharged within three years, com- 
pared with 60.6 for the present group. Among females, the 
corresponding percentages were 35.3 and 58.6, respectively. 

Rates of mortality may be summarized as follows: Of the 
males, 36.0 per cent died within three years after admission. 
Of the females, 32.8 per cent died within the same period. 
These are greater than the corresponding death rates of the 
control group, which were 31.3 and 25.6 per cent, respectively. 
The excess is undoubtedly due to the increase in the average 
age of first admissions. The death rates are especially high 
among first admissions with senile psychoses and psychoses 
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with cerebral arteriosclerosis. The current death rates among 
these two groups of patients exceed the comparable rates of 
the earlier generation. Death rates among general paretics 
were formerly very high. Because of the new therapies, the 
death rate has been reduced materially. Among males, the 
percentage dying within three years after admission fell from 
70.5 to 29.1. Among females, they were reduced from 55.7 
to 34.3. The newer therapies also resulted in a lowering of 
the death rate among first admissions with alcoholic psy- 
choses. The death rates were low among the functional 
groups and lowest among those with dementia praecox. The 
use of shock therapies did not entail any great risk, as only 
3.5 per cent of the males with dementia praecox died within 
three years after admission, compared with 4.2 per cent 
during the pre-shock period of forty years ago. Among 
females, the corresponding percentages were 4.3 and 7.8, 
respectively. 

We come finally to the question of condition at discharge. 
Of the total admissions, 14.9 per cent were discharged as 
recovered, and 36.7 per cent were discharged with some degree 
of improvement, including recovery. These may be compared 
with corresponding percentages of 20.8 and 37.5, ‘respectively, 
for a group of first admissions of forty years ago. As with 
discharge and mortality, the current rates of improvement 
are lower than they might have been, because of a less favor- 
able distribution with respect to age. The rates are influ- 
enced unfavorably by the evergrowing proportions of seniles 
and arterioscleroties. 

Of special interest are the rates for first admissions with 
general paresis and with dementia praecox. Of the former, 
4.8 per cent were discharged as recovered, and 28.4 per cent 
had experienced some degree of improvement. The corre- 
sponding percentages forty years ago were only 0.6 and 
14.1, respectively. Of those with dementia praecox, 16.4 per 
cent were discharged as recovered, and 53.5 per cent were 
improved in some degree. Corresponding percentages for the 
control group were 5.7 and 29.1, respectively. 





BOOK REVIEWS 


To-Day’s CHILDREN AND YESTERDAY’S Herirace: A PHILOSOPHY OF 
CREATIVE Reticious DeveLopMEeNT. By Sophia L. Fahs. Boston: 
Beacon Press, 1952.. 218 p. 


Reading Mrs. Fahs’ book is a deep and moving experience for all 
who are interested in releasing the fullest potentialities of children in 
their unconscious quest for wholeness, joy, and creativity. Along 
with this, and unexpectedly, it gives widened vision, deepened insight, 
and new courage to adult readers. It brings a spiritual quickening 
through fresh realization that religion in the deeper sense is a vital, 
living power inherent in every heart and mind, a power that makes 
us grow and that grows with us. It is heartening to realize anew that 
we need not remain in the purely negative state of rejecting traditional 
religion because of its clinging to outworn dogma and its consequent 
too frequent failure to meet emergent needs in both individual and 
social living. The reassurance that we, ourselves, may help develop 
for the children we teach and for ourselves a vital, ongoing religion, 
brings with it a new sense of power and worth. 

Dr. Carl Jung is reported to have said, in a recent address, that the 
most widespread cause of neuroses to-day is the repression of the 
religious faculty in this predominantly scientific era. To the degree 
that this is true, Mrs. Fahs’ book has great mental-hygiene value for 
teachers and parents and through them for the children they nurture. 
Only as we, ourselves, are whole, can we be fully effective in promoting 
wholeness in others. And the integrating center of true wholeness for 
all of us is a sense of relatedness and dedication to eternal values— 
in other words, religion. 

We have, many of us, been aware of our need in this area, but have 
lacked the definitive guidance for working in it that Mrs. Fahs 
provides. 

The arresting richness and wisdom one finds on virtually every page 
of this book have not come about by chance. They are the fruits 
of years of thought, study, and experience in seeking the deeper mean- 
ings of religion and vital ways of helping children find them for them- 
selves through interpreting their own experiences. As instructor of 
religious education at Union Theological Seminary, and director of 
the seminary’s experimental church school, as well as director for 
nine years of the curriculum of the church school at New York’s 
famous Riverside Church, Mrs. Fahs has studied the origins and 
development of all religions, the findings of modern science regarding 
the nature of the universe and life within it, and the findings of 
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psychology, psychiatry, and education as they bear upon the develop- 
ment of children, bringing all to a focus in so masterful a way that 
each illuminates the others. The result is a deep and moving new 
philosophy of religion, presented so simply and with such gripping 
illustrations from actual experience with children, that one cannot— 
nor does one want to—escape its full meaning, which is revolutionary 
in the best sense. 

Instead of trying to skim through this book, as one is tempted to do 
with many books in one’s field, one does not want to miss e paragraph 
in these seemingly short 218 pages. And upon finishing it, one wants 
to offer the book to every parent and teacher and worker with children, 
saying, ‘‘This is just what we need as a foundation, not only for 
helping children to a significant religious awareness that grows from 
within, but to help ourselves to a deeper understanding of and respect 
for their creative capacities as human beings and ways of releasing 
them.’’ 

The titles of the chapters are, in themselves, suggestive of the fresh- 
ness and soundness of the approach. They are: Jt Matters What We 
Believe; It Matters How We Gain Our Beliefs; Natural Beginnings in 
Early Childhood; Natural Beginnings in Children’s Curiosities; The 
Old Bible: The Story of Salvation; The Bible—Newly Interpreted; 
The Need for Both Bibles—and More; Old and New Cosmologies; Old 
and New Moralities; An Old and a New World Brotherhood; The Art 
of Group Leadership; What Shall Children Study?; and How About 
Worshiping Together? : 

In describing the nature of the beginnings of religious experience 
in early childhood, Mrs. Fahs points out that the child’s spiritual 
development begins at the moment of birth in the emotional matrix 
in which he grows. The feeling that he is loved and wanted helps 
him to the feeling of self-worth which underlies his capacity to respond 
to and love others, a most significant element in religious growth. 
At three or four, he starts asking the questions that for several years 
continue with growing interest; ‘‘Who am I?’’ ‘“‘What am I for?’’ 
‘Where did I come from?’’ And these are the questions that underlie 
religious and philosophical probing from primitive times down to 
our own. 

Emphasizing that a vital religion must be based upon inner per- 
sonal growth rather than upon outer precept, Mrs. Fahs emphasizes 
the importance of experimenting with different ways of keeping alive 
in children the sense of the wonder of life in all its forms which is 
inherently theirs. She points out that we can pick up anything and 
if we meditate long enough upon it we touch infinity, illustrating the 
process by the story of a little girl who picked up a beautiful grain of 
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sand and kept asking more and more about it. So the child’s own 
experiences can lead to a direct relationship with the universe. 

Through the child’s curiosity, then, he moves out into the larger 
world and its history. He has a deep emotional need to feel his 
relationship to this larger world. He is seeking religion. And he 
needs to discover that ‘‘people have learned all they know about God 
by seeing for themselves what is in His world.’’ 

After a time the child is likely to become curious as to why people do 
as they do in religious ritual and asks such questions as ‘‘Who were 
the first to pray and why ?’’ 

After children have come to understand mankind’s need for religion 
through their own searchings, then understanding may be extended 
to the significance of religious searching as expressed in the religious 
myths of many faiths. 

Mrs. Fahs believes that when old enough, by the fifth or sixth grade 
(but not until then for fear of confusion), children need a clear 
explanation of the Story of Salvation as presented in Biblical scripture, 
and then the interpretation of these writings by modern scholars. The 
more orthodox beliefs should be treated with respect and reverence as 
a record of sincere searching of noble men and the inspiration of many 
saintly lives. They need to realize, however, that their own religious 
heritage comes down from ali quarters of the earth, so that they may 
feel spiritually related to people of varying religious backgrounds and 
realize that ‘‘no one can prophecy from which ancestral line some 
fresh insight may come.’’ 

Perhaps the most unique and thought-provoking chapters are Old 
and New Cosmologies, Old and New Moralities, and An Old and a 
New World Brotherhood. These, like the book itself, must be read in 
their entirety to be fully appreciated. 

In Old and New Cosmologies the author brings to focus the findings 
of natural science upon the problems of the origins of life and of man, 
quoting such authorities as Dr. Dobzhansky, who writes that ‘‘evolu- 
tion is a creative response of living matter to the challenges of the 
environment,’’ and points out that the mystery in this creative 
response is what we call God. It seems appropriate here to illustrate 
from her own writing how Mrs. Fahs believes children may be helped 
by just a little understanding guidance to these profound realizations, 
how a child’s reverent eagerness may be increased by ‘‘encouraging 
his direct awareness of the evidences of creation in the here and now.’’ 


‘*Nine-year-old John and five-year-old Jill were reaching out in their 
childlike way toward this basic mystery within the universe. It was 
spring. For some time gardens and babies had been their chief topics of 
conversation. Finally, one day, as the two were sitting in the living 
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room alone while their mother was in the kitchen with the door open 
between, Jill said to her brother: 

‘* “When you plant a bean it just grows and grows into a bean plant 
and it has little beans and roots and everything. John, how does it know 
how to grow into a plant?’ 

‘* “You plant it and the sun shines on it and the rain waters it. That’s 
how it grows,’ said John, the young scientist. 

‘* *But,’ said Jill, ‘the sun doesn’t know it’s supposed to be beans. 
The seed is under the ground. If we planted a bean and it grew carrots, 
we’d be surprised. Somebody must know how it is supposed to be. I 
guess it must be the bean that knows.’ 

** ¢Well, I don’t think the bean knows anything,’ said the young 
scientist with assurance. 

‘*¢Then Daddy and Mother must know,’ said Jill puzzled. ‘I guess 
that’s how it is.’ 

‘* ‘Daddy and Mother couldn’t possibly know anything so wonderful 
as to how to make a bean plant grow from a seed,’ said the mother 
peering through the doorway. ‘We only know how to plant the seed. We 
only know that if we plant a bean and the sun shines and the rain falls, 
then it will grow into a bean plant. That’s all anybody knows.’ 

*¢ Jill persisted. ‘Babies would be harder to make than beans. You and 
Daddy know how to make babies grow.’ 

** Oh, no!’ said the mother. ‘We only know what to do so that the 
baby can start to grow. It is like planting the seed. We didn’t know 
anything about you at all until after you were born. We didn’t even 
know whether you were a girl or a boy!’ 

‘*¢ ‘But you knew I was me! Didn’t you?’ 

‘* *No, We’re just getting acquainted with you as you grow. We will 
never know all about you.’ 

‘* Jill was baffled. ‘Then how did I get to be me?’ she asked. 

** *The same way a seed gets to be a plant, I guess,’ said the mother. 

**It is wonderful, isn’t it?’ 

‘* «Tt must be God that knows how’ said John, rejoining the discussion. 
‘That’s what God is! God is what knows how to grow.’ 

‘*In this short final sentence, John summed up the new and significant 
insight that replaces the old idea of creation by God’s fiat of a completed 
and perfect world once and for all in the beginning. Jill sensed that 
the mystery of the boundless creativity permeating the universe is to 
be found in even the seed of the bean. After all, the bean seed in some 
way really does ‘know’ how to become a bean plant, and in this creative 
growing life John recognized God as ‘what knows how to grow.’ 

‘*The great philosopher, Dr. Alfred Whitehead, expressed in mature 
language what these two children discovered for themselves. ‘God is the 
intangible fact at the base of finite existence.’ ’’ 


Mrs. Fahs brings out further that modern findings indicate codpera- 
tion as a more profound principle in the developmental processes than 
competition ; and ‘‘that the whole universe is interrelated, self-regulat- 
ing, self-governing with the great Power we call God imminent in all,’’ 
as Dr. L. K. Frank has put it. 

This leads directly into the discussion of ‘‘Old and New Moralities,’’ 
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which presents the concepts of self-regulation and permissiveness as 
basic principles underlying the development of wholesome (‘‘good’’) 
personalities. The author points out tnat modern findings leave no 
room for the concept that all human beings are basically sinful. 
Instead, it is emphasized that children are born actively codperating 
organisms with a natural readiness to respond to love and even to 
struggle for it. Therefore, basic human nature, rightly understood, 
evoked, and nurtured, favors the ‘‘values that all great religions try 
to promote : love, trust, codperation.’’ We must, therefore, ‘‘trust the 
child’s natare and work with his inborn wisdom instead of thinking it 
is something to work against.’’ Indeed, the seeds of ‘‘salvation’’ are 
inherent in human nature, not something that must be brought in by 
an outside Power. 

In this and many other ways it is shown that the barriers put in 
the way of using psychological insights may be obviated. There is 
no conflict between science and religion in its deepest sense. Indeed, 
science is our greatest aid in realizing the ultimate goals of true 
religion. 

In the Chapter, An Old and a New World Brotherhood, it is pointed 
out that ‘‘ without minimizing in the least the worth of the individual, 
we need to-day to turn children’s attention to the togetherness that is 
involved in worth-while living. Instead of accenting our inde- 
pendence of others, we need to realize that life never ceases to be 
a giving and a receiving. If our long-time goal is the salvation of a 
world community rather than merely the salvation of a few select indi- 
viduals within this universal community, our concept of individual 
responsibility is changed and our feeling for our relationship to God 
is changed. We no longer feel like racers each rushing to gain his 
own crown of glory’’ (p. 152). 

To this end the author points out that children and youth need to 
‘‘be led to feel that new discoveries‘ are needed in the realm of 
religious and ethical living fully as much as in the physical sciences’’ 
(p. 153). And, further, ‘‘there are always values on both sides of any 
conflict . . . learning to balance values rather than seeking to oppose 
one value against another is the new art of living we need to-day”’ 
(p. 154). 

The chapter on ‘‘The Art of Group Leadership’’ contains a most 
eloquent summary of the qualities leaders need to release children into 
creative interaction, outreach, and achievement. It ends: ‘‘ Leadership 
means learning to love, especially the child whose attitudes are the 
most unlovely of all’’ (p. 158). Here, Mrs. Fahs gives vivid illustra- 
tions of how children were helped to feelings of self-worth and 
warmth for others by such leadership; also, how the rejection by a 
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group of boys of a planned lesson led a creative teacher to suggest the 
stimulating and rewarding experience of writing leading scientists 
regarding their religious beliefs. 

The last two chapters, What Shall Children Study? and How About 
Worshiping Together? give specific and highly valuable suggestions in 
these two areas. In the first the author points out that instead of 
trying to get children to think about ‘‘religious things’’ on Sunday, 
we should try to help them ‘‘think about ordinary things until insights 
and feelings are found which have a religious quality. .. . The religious 
way is the deep way, the way with a growing perspective and an 
expanding view. . . . The religious way is the way that touches uni- 
versal relationships; that goes high, wide, and deep, that expands 
the feelings of kinship.’’ And the subjects to be.dealt with in this way 
should include the questions children universally ask about life’s three 
great crises; birth, mating, and death. : 

The chapter on worship ends with descriptions of meaningful 
worship services children evolved for themselves out of their own 
thoughts and longings. 

Upon finishing the book, one wishes that all who guide religious 
growth both in homes and in schools might have this book as an aid. 
It leaves nothing to be desired except another book by the same author, 
carrying these concepts still further for the education of teachers and 
parents themselves. 

KATHARINE WHITESIDE-TAYLOR 

Baltimore Public Schools 


RESIDENTIAL TREATMENT OF EMOTIONALLY DisTURBED CHILDREN; A 
Descriptive Stupy. By Joseph H. Reid and Helen R. Hagan. 
New York: Child Welfare League of America, 1952. 313 p. 


This study of residential-treatment centers for emotionally dis- 
turbed children is published as part of a project undertaken by the 
Child Welfare League of America with the assistance of the Field 
Foundation. Twelve residential-treatment centers were studied by the 
authors during 1951 and 1952. 

Spencer H. Crookes, executive director of the league, states the 
purpose of the study in the foreword. He says in part: 


‘*For about fifteen years, those interested in the care and treatment of 
children have heard reports of a new form of therapy commonly termed 
‘residential treatment’... . Though published literature in this field hes 
dealt extensively with many facets of the theoretical base on which resi- 
dential-treatment centers have been set up, it was apparent that there 
were few comprehensive descriptions of their actual operation. .. . 

‘*Tt was the intent of the League to assemble facts through which the 
clinical experience reported by treatment centers could be better under- 
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stood. From the beginning it was apparent that any attempt to develop 
firm ‘criteria’ or ‘standards’ was definitely premature. Rather, it was 
believed that a description of differing methods of practice might serve 
eventually to furnish a yardstick against which deviations or sharp differ- 
ences could be measured and evaluated. 

‘‘This study, then, is a step toward developing a broader knowledge and 
understanding of ‘residential treatment.’ The experience of these 
pioneering centers should be invaluable as those responsible for their care 
seek more effective treatment methods for hurt and troubled youngsters.’’ 


The following centers were studied: Arthur Brisbane Treatment 
Center, Allaire, New Jersey; Bellefaire, Cleveland, Ohio; Child 
Guidance Home of Cincinnati; Children’s Service Center of Wyoming 
Valley, Wilkes-Barre, Pennsylvania; Emma Pendleton Bradley Home, 
Providence, Rhode Island; Evanston Children’s Home, Chicago; 
Hawthorne-Cedar Knolls School, Hawthorne, New York; Jewish 
Children’s Bureau of Chicago; Langley Porter Clinic, Children’s In- 
patient Service, San Francisco; Neuropsychiatric Institute, Children’s 
Service, Ann Arbor, Michigan; Ryther Child Center, Seattle, Wash- 
ington; and The Southard School, Topeka, Kansas. Seven of these 
twelve organizations have medical programs and are administered by 
physicians; five have social-ageney programs, administered by social 
workers. 

The authors state that the number of treatment centers in the United 
States other than these twelve is not large, and few, it is believed, have 
developed resources comparable to those described. Briefly, the 
criteria used in selecting programs to be included were: (1) -the 
program should have as its major function the treatment of emotion- 
ally disturbed children in residence; (2) it should be a program 
providing direct psychotherapy integrated with a therapeutic living 
milieu; (3) the centers should have control over what children should. 
be admitted; and (4) the programs studied should be representative 
of the field as a whole. 

In the reports of each program studied, an attempt was made to 
avoid comparative evaluations. The project is intended to be an 
expository description, not an evaluation. A very general outline 
has been followed in the description of each center, an outline con- 
sidering such aspects of the program and structure of the center as 
form of organization, buildings and grounds, intake policies, children 
in residence at the time of the study, staff, intake procedures, treatment 
(with special reference to such aspects of treatment as individual 
psychotherapy treatment in residence, education program, and work 
with parents), after-care, training, costs and sources of support, and 
critique. 

The critique is in every instance written by the director of the 
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center and gives an evaluation of the program and some discussion 
of the evolution of the particular treatment methods and the philosophy 
underlying them. It is notable that most of the directors mention 
insufficient staff and particularly insufficient psychiatric staff as one 
of the major inadequacies of their programs. Many directors mention 
the need for more staff for work with parents both during the period 
while the children are in residence and when they return home. 
There is marked variation from center to center in the ‘‘diagnosis’’ 
of the particular emotional disturbance that brings the child to the 
center, but the highest percentage of children have been classified 
as neurotic, schizophrenic, or children with primary behavior disorders. 
The appendix includes tables, broken down for each center studied, 
of annual per-capita costs; salaries of various classifications of person- 
nel; and distribution of ages of children at the time of admission and 
at the time the study was made. Although there was considerable 
difference in age range of children among the various centers studied, 
it is notable that for all of the centers combined, 438, or about 82 
per cent of the 531 children in residence at the time the study was 
made, were between nine and eighteen years of age. Of the 518 who 
left the centers during the two-year period preceding the study, about 
55 per cent had remained in treatment for more than a year. Some 
children had remained in treatment for more than seven years. Nearly 


73 per cent of the children returned to the community, 53.5 per cent 
to their own homes and the others to foster homes. Twenty-seven 
per cent went to other institutions. 

This brief review should make it obvious that this study of resi- 
dential treatment is one that professional workers will turn to fre- 
quently for guidance with a variety of different problems. 


FRANCES P. SIMSARIAN 
Washington, D. C. 


Cup ADOPTION IN THE MopERN Wor.D. By Margaret Kornitzer. New 
York: Philosophical Library, 1952. 400 p. 


**In 1949 over 17,000 adoption orders were made, yet it is only 
25 years since adoption first became legal in this country.’’ Thus, in 
the first sentence of her introduction, the author at once outlines the 
magnitude of the problem of child adoption and gives a brief historical 
background. 

Ever since the beginning of human history, there have always been 
unwanted children—children who, for reasons of illness, death, or 
social or physical accident, were unacceptable to the main stream of 
family organizations. Society has always been forced to solve this 
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problem, to eliminate these individuals, or to incorporate this surplus, 
yet valued, commodity into the group. 

The methods employed have been as varied as they have been 
chaotic, ranging from infanticide, through slavery, through our 
modern tendency to consider these youngsters at once a burden and 
a social fad. Our attitudes toward the surplus child torn out of his 
traditional family constellation have varied with time and with the 
cultural and economic pattern into which he was born. This pattern 
itself, moreover, has often fluctuated, so that a child has sometimes 
represented a most valued asset, an heir to an estate and wealth, and 
at other times an economic liability—merely an additional mouth 
to feed. 

Because society has considered the family constellation as the 
best environment for the growth of children, it has usually attempted 
in some manner to supply a substitute family when for any reason 
the original family group has been broken. Hence the legal institution 
of adoption has developed. Like our attitudes toward these children, 
however, the social regulations set up to control the adoption process 
also bespeak their origins and are often not clear as to their central 
purpose—i.e., as to whether they are set up to defend the biological 
parent, the adopting parent, society and the institution of property as 
a whole, or the central (but often non-participating) individual—the 
adopted child himself. 

In this volume, Child Adoption in the Modern World, Margaret 
Kornitzer. gives an invaluable, almost encyclopedic, compendium of 
data on the subject of child adoption, including discussions of the 
legal, social, individual, and psychological aspects of this great 
problem. 

Her general chapters, Why Adoption?, Concerning Adopters, A 
Child for Adoption, The Approach to Adoption, and The Mother’s 
Point of View, are excellent in their presentation of the problem. 
After discussing the specific legal aspects of the adoption process 
(many of which are of direct interest only to English workers), she 
continues with such topics as ‘‘ Adoption and the Family’’ and ‘‘ Tell- 
ing the Child,’’ both excellently written papers, which could bear 
reading and rereading by professional workers and parents alike. 

An unusual and somewhat controversial section can be found in 
her chapters, Adopting the Older Child and Difficult and Unadoptable 
Children—problems that again emphasize our lack of knowledge and 
understanding regarding the dynamics of the adoption process and 
the reasons why people are interested in adopting children. 

A large section of Miss Kornitzer’s volume is devoted to a neces- 
sarily brief and probably sketchy review of adoption pro¢edures in 
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various countries of the world, including a rather unflattering review 
of adoption procedures in the United States. 

Although the author admits that in the United States adoption is 
marred by a good deal of old-fashioned and inferior legislation, she 
also mentions that much work is being done here in the psychological 
and psychiatric fields of adoption. 

The volume is a true compilation of facts and figures of adoption 
practices in the modern world. As such, it is an invaluable summary 
and an excellent survey of this field of work. The book points up 
both the importance of the problem and the progress made in the lega! 
and social areas within th> past twenty-five years. The volume’s 
chief lack reflects the big gap still remaining in our knowledge 
regarding this problem: one is struck by the almost complete absence 
of research work in this field of applied sociology. The dynamics of 
childlessnesss, the psychological basis of the desire for children 
through adoption, the psychological significance of adoption and 
adopting for parent and child alike—all of these aspects are still a 
closed book that must await future study. 

This book is broad in its sweep and specific in its suggestions. 
It is a volume that should be part, not only of the library, but also of 
the intimate acquaintance, of every serious student of adoption. 


Artuur L. RautMan 
St. Petersburg, Florida 


CurmpHoop EXPERIENCE AND PersoNnaL Destiny. A PSYCHOANALYTIC 
Tueory or Neurosis. By William V. Silverberg, M.D. New York: 
Springer Publishing Company, 1952. 289 p. 


This is a very difficult book to review for a Journal like MenTaL 
Hyarene because each chapter actually consists of two parts. Although 
it is subtitled A Psychoanalytic Theory of Neurosis, one part of each 
chapter is an attack on the basic concepts of psychoanalysis, particu- 
larly on the libido theory and the concept of instincts, which are the 
cornerstones of all psychoanalytic theory and practice. For these 
well-confirmed concepts the author would substitute Dr. Harry Stack 
Sullivan’s theoretical formulations. 

I would have no objection to his doing so except for his subtitle and 
the controversial manner in which he engages in what appears to be 
a duel with Freud. The presentation of Dr. Sullivan’s and Dr. 
Silverberg’s views and their differences with the basie psychoanalytic 
concepts, 80 that the points of disagreement can be clearly seen, in itself 
makes a valuable contribution to psychiatric literature. For example, 
it has always seemed to me that Freud’s method of presentation of 
the case of Little Hans brings out a different point of emphasis between 
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European and American psychiatry. Little Hans suffered under a 
number of traumatic experiences before he became ill, and I do not 
think that Freud tended to minimize or to neglect their effect on the 
child. At the same time, he insists on the importance of the libido in 
the causation of the illness. Perhaps because of the influence of the 
child-guidance movement, American psychiatrists have tended to 
place a greater importance on the effect of traumatic events in the life 
of the child as the causation of neurosis. This, I believe, is correct, 
but not to the exclusion or the de-emphasis of the effects of the 
libido and libido development as in Dr. Silverberg’s book. 

The parts of the book that emphasize Dr. Silverberg’s disagreement 
with basic psychoanalytic concepts would be valuable for mature and 
experienced psychoanalysts to read, so that they could understand 
Dr. Sullivan’s and Dr. Silverberg’s point of view, but they would be 
very confusing to less experienced psychoanalysts, to psychiatrists in 
general, to social workers, psychologists, and teachers. I would not 
recommend this book for the latter groups. 

The chapters on the psychosexual development of the child— 
Chapter II. The Areas of Early Experience; Chapter LI. The First 
Experimental Arca: Problems of Orality and Deprivation; Chapter 
IV. The Second Experimental Area: Problems of Discipline; and 
Chapter V. The Third Experiential Area: Problems of Rivalry and 
Genitality—all provide many interesting examples and discuss many 
points more fully than is usually done. So they provide a wealth of 
materia! to supplement such books as Freud’s Three Contributions to 
the Theory of Sex and Sterba’s The Psychoanalytic Theory of the 
Development of the Inbido. 

As I said before, the book portrays one side of a controversy and, 
therefore, I cannot recommend it for the usual readers of MenTaL 
Hyarene. It makes interesting reading for the mature psychoanalyst 
who desires to understand the point of view of Dr. Sullivan and Dr. 
Silverberg. 

Geratp H. J. Pearson 


Philadelphia, Pennsylvania 


PueasE Excuse Jonnny. By Florence McGehee. New York: The 
Maemillan Company, 1952. 241 p. 


Among the encouraging aspects of the mental-hygiene movement 
is the growing realization that, good as individual cure and individual 
prophylaxis are, sound mental attitudes need all the backing they can 
get from the social environment. This is one of the reflections aroused 
by a reading of these well-written chapters. 

The writer, for sixteen years a California truant officer, must be a 
person of exceptional gifts. Indeed her pages would be worth reading 
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if only because they tell such interesting stories. But her book also 
brings home in a fresh way the growing need for better interplay 
between such personal ministration as her own and our schools, our 
civics, our economic life, every social influence in any way here 
involved. Between the professed aims of our public schools and the 
actualities of getting children merely to attend—whether or not they 
really learn anything—is a wider gap than many of us yet recognize. 

The author’s work as ‘‘hookey cop’’ lay chiefly in a farm district, 
where the laborers often were migrant Mexicans, Gypsies, and 
Americans of the ‘‘Okie’’ type made known to us by The Grapes of 
Wrath. To learn why children stayed out of school and, where neces- 
sary, to bring the father up before the law, Mrs. McGehee had to visit 
the homes. In one of these the mother was a prostitute, parent of a 
boy of nine who bit off the head of a live bird. In another lived a 
high-school girl who had murdered an assailant. In other homes were 
a cretin, an epileptic, an utterly degenerate father. 

In one Mexican family, much too large even then for the relatively 
young mother, when the law was finally called on to send the father 
to jail for a brief sojourn, the mother was glad to be relieved of his 
presence; the culprit enjoyed a much too short vacation; and the 
whole family resented the fact that even after the majesty of the law 
had been vindicated, the school people nevertheless persisted in de- 
manding that the children go to school. 

An Indian family, unable to understand that a child dying of tuber- 
culosis needed to be in a sanatorium, watched her die in their home. 
An American mother, sure that she knew how business is conducted 
in her native land, offered the hookey cop a five-dollar bribe to use 
‘*inflooence’’ to get her discouraged boy moved on to a higher class 
in school. When the Rotary Club provided money to fit a boy with 
much needed eye-glasses, a shiftless mother just somehow could not 
get her son to the oculist’s office. 

It will be objected that the author, doing a literary job rather than 
presenting a scientific document, gives only those aspects of the entire 
problem that lend themselves to her preferred way of treating the 
matter. Brighter findings in this field could without doubt also be 
reported. But these we are in less danger of forgetting. It is the 
unpleasing realities that we would rather not be told. 

Mrs. McGehee does not pretend to have all the answers to the many 
disturbing questions of mental hygiene, adult education, socio-politico- 
economies, that these cases raise. But her recital tells us how many 
areas exist that are utterly unvisited by the benefits we assume to be 
inseparably tied up with modern civilization. Not cars or clothes or 
the fruits of the earth, but education, is America’s biggest industry. 
Much of its product more than justifies the billions of dollars that it 
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costs. But the big job will be done better when books like this move 
more of us to ask, ‘‘What can we do to see that the product offered 
by our schools really enters into the lives of the great numbers who 
do not get it now?’’ 

Henry NEUMANN 


Brooklyn Ethical Culture Society 


Menrtav Hyaiene ror Ciassroom Teacuers. By Harold W. Bernard. 
New York: McGraw-Hill Book Company, 1952. 472 p. 


Nothing is more important in the history of education than the 
mental-hygiene movement. This movement involves every aspect of 
education and undertakes to provide at least provisional answers to 
the most complex educational problems: the nature of man’s needs, the 
effect of need frustration, the nature and cause of conflict, desirable 
and undesirable response to conflict, and a host of related problems. 
Mental hygiene has not been able to give final answers to these prob- 
lems, but for a half century it has focused the attention of educators 
and research workers on the issues of mental health so vital to the 
welfare of man. 

A great volume of literature on mental hygiene has grown up since 
Clifford Beer’s A Mind that Found Itself appeared in 1908. That 
book, as all know, centered principally upon the problem of improved 
treatment for the seriously mentally ill. Many years ago I had the 
opportunity to discuss the mental-hygiene movement with Mr. Beers, 
and he maintained that even in those early days he had a preventive 
program in mind, but the literature of the early years showed no clear 
conception of the relation between education and mental health, par- 
ticularly education as carried on in the schools. 

In the course of time the emphasis in mental hygiene shifted from 
better treatment for the hospitalized to more hygienic education for 
children, to the end that serious illness might be prevented at the 
source. Thus books began to appear about the mental hygiene of 
childhood, of the school, of education, of the teacher, for it became 
clear that the schools and teachers were the best hope for a meaningful 
approach to mental health. 

Dr. Harold W. Bernard’s Mental Hygiene for Classroom Teachers 
is an addition to this great literature and, in my judgment, makes a 
contribution to it. A fresh statement of the principles of mental 
hygiene as they relate to the classroom teacher would be worth while, 
but Dr. Bernard does more by introducing and discussing some of 
the newer approaches to mental hygiene, while restating with clarity 
many of the best known principles developed over the last fifty years. 

The author expresses his purpose in these words: 
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‘‘The purpose of this book is to give teachers a background for 
understanding the nature of good and poor mental health, to clarify the 
nature and meaning of the symptoms of inadequaie adjustment, and to 
acquaint the teacher with some of the techniques that can be used for 
determining the motivations of children who are deviates. A great part 
of the good that teachers can do in improving the mental health of 
children lies not in what they can do for the child, but in what they do 
in front of the child; that is, the example they set and the classroom 
atmosphere they ereate. For this reason, a considerable portion of this 
book is devoted to a discussion of the factors that condition the mental 
health of teachers, with a view to providing the teachers with suggestions 
for (1) removing some of the handicaps and (2) learning to live with 
those handicaps which cannot be readily removed.’’ 


Dr. Bernard undertakes to realize his purpose in the following 
way: The book is divided into four parts: I. Basig Considerations ; 
II. Mental Hygiene in the Classroom; III. Special Approaches to 
Mental Health; and IV. The Teacher’s Mental Health. Part I does 
a good, solid job on basic problems. Chapter 1, entitled The Need for 
the Mental Hygiene Viewpoint, is one of the best introductory chapters 
in the literature. The nature of the mental-hygiene problem in 
modern society, the characteristics of the healthy personality, and the 
prospects for improvement are skillfully and convincingly discussed. 
All teachers in preparation and in service would profit from reading 
this chapter, one of the best in the book. 

Chapters 2 through 5 deal with the following problems: human 
needs in mental health, the nature of maladjustment, meeting the 
needs of children, and special needs of adolescents. 

Part II is probably the most practical section of the book. Here 
the author reveals a sympathetic and insightful acquaintance with 
the everyday problems of the classroom teacher and does not hesitate 
to give some very helpful information and suggestions. Teachers will 
be interested particularly in a discussion of the effect of teacher 
personality on pupil behavior, the ever-present problem of discipline, 
and especially ‘‘some questionable school practices.’’ The last chapter 
in this section, Constructive Classroom Approaches to Mental Health, 
offers a number of positive suggestions. 

But it seems to me that Parts ITI and IV bring a somewhat new and 
desirable emphasis to the subject. The first three chapters of Part ITI 
show how art, writing and drama, and play can be used as special 
approaches to mental health, especially in dealing with children. 
These approaches have very promising possibilities. The modern 
teacher will not want to be ignorant of them. The final chapter in 
this section is a rare and much needed one in mental-hygiene literature. 
The title is Limitations and Precautions Regarding Mental Hygiene, 





BOOK REVIEWS 669 


and the chapter contains good common-sense warnings against over- 
enthusiasm and a hope for miracles. 

The final part, Part 1V—The Teacher’s Mental Health—opens up 
what in my judgment is the most important problem in the whole 
field of mental hygiene, unless, indeed, it is the problem of the mental 
health of parents. But who would know how to tackle that prob- 
lem? If the mental hygiene of teachers were good, many other prob- 
lems would be solved, for the personality of the teacher is the central 
factor in the educative process. The three chapters of this part which 
close the book, are good. Writing on this subject may be even better 
in the future if educators continue to think on the problem and good 
research is encouraged. 

A special feature of the book should be mentioned. In addition to 
the usual bibliography at the end of each chapter, there is an up-to- 
date list of audio-visual materials related to the subject matter of the 
chapter. This material should be very helpful for teacher-training 
classes and in-service discussion groups. 

Teachers of mental-hygiene courses in teacher-training institutions 
will certainly want to examine this volume for possible use as a text. 
Organizers of in-service training groups also will wish to see the 
book. Further, Mental Hygiene for Classroom Teachers is recom- 
mended to teachers who wish to bring their knowledge of mental 
hygiene abreast with recent developments. In fact, any serious 
student of mental hygiene will find interest and profit in this volume. 


G. V. Punuias 


George Pepperdine College, 
Los Angeles, California. 


Puay, DREAMS, AND IMITATION IN CHILDHOOD. By Jean Piaget, trans- 
lated by G. Gattegno and F. M. Hodgson. New York: W. W. 
Norton and Company, 1952. 296 p. 


A new book by Jean Piaget is always an intellectual treat. Piaget 
has the happy faculty of combining a plethora of observation with a 
minimum of hypothesis, to produce a masterpiece of psychological 
synthesis. This book is the third of a series. The two previous books, 
The Beginnings of Intelligence and The Child’s Construction of 
Reality, dealt with sensory-motor intelligence in the pre-verbal stage— 
“‘the phase of preparation for what will later become the operations 
of reflective thought.’’ The present book, which consists of observa- 
tions of the same three children, attempts to ‘‘bridge the gap between 
sensory-motor activity prior to representation and the operational 
forms of thought.’’ 
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The author’s thesis is (1) that there ‘‘is a functional continuity 
between the sensori-motor and the representational, a continuity which 
determines the construction of the successive structures’’; (2) that 
‘the various forms of representation interact.’’ (There is repre- 
sentation when an absent model is imitated, as in symbolic play, in 
imagination, and even in dreams). Piaget characterizes representa- 
tion as going ‘‘beyond the present, extending the field of adaptation 
both in space and time.’’ ‘‘Representations’’ involve a double inter- 
play of assimilations (of objects to individual activity) and accom- 
modations (of activity to objects) present and past, tending toward 
equilibrium. ‘‘ Until this equilibrium has been achieved, either there 
is the primacy of accommodation, resulting in representative imita- 
tion, or there is the primacy of assimilation, resulting in symbolic 
play’’ (p. 273). 

The author illustrates these basic concepts by describing the baby’s 
experiences while learning to grasp, shake, swing, rub, and throw an 
object. He states: ‘‘Such behaviors involve two poles: a pole of 
accommodation, since there must be an adjustment to movements and 
perceptions to the objects, but also a pole of assimilation of things to 
the child’s own activity, . . . as he finds them useful for a behavior 
learnt earlier or for one he is in the process of acquiring’’ (p. 161). 

Piaget repeatedly emphasizes that various forms of representative 
thought—imitation, symbolic play, and cognitive representation—are 
interrelated and dependent upon the gradual establishment of equi- 
librium between assimilation and accommodation. He carefully 
defines these terms (pp. 274-5) and concludes that ‘‘on the social 
plane the child is most egocentric at the age at which he imitates 
most, egocentrism being the failure to differentiate between the ego 
and the group or confusion of the individual viewpoint with that of 
others. ... In as far as egocentric thought is pre-operational and 
irreversible, it requires the support of the image and of perception. 
. . . Rational operations are, in fact, systems of aggregates, charac- 
terized by a detinite mobile and reversible structure which cannot be 
explained by neurology, sociology, or even psychology save as forms 
of equilibrium towards which the whole development tends’’ (p. 291). 

The author’s style, as reflected in the excellent translation by 
Gattegno and Hodgson, is that of the philosopher, the epistomologist, 
and the methodical, astute student of science who never writes for a 
popular audience. Piaget is well known to his English-speaking 
colleagues for his previous investigations of the child’s ‘‘language and 
thought,’’ ‘‘conceptions of the world,’’ ‘‘moral judgment,’’ ‘‘judg- 
ment and reasoning,’’ and ‘‘physical causality.’’ His chief interest 
always has been the genetic aspects of the nature of thought organi- 
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zation and the stages of development that the thought process must 
pass through to attain maturity. 

The present book is divided into ten chapters. The first three 
comprise Part I, Imitation, which is divided into six stages: (1) prep- 
aration through the reflex; (2) sporadic imitation; (3) systematic 
imitation of sounds; (4) imitation of movements already made by 
the child, but not visible to him, and the beginning of imitation of 
new auditory and visual models; (5) systematic imitation of new 
models; and (6) beginnings of representative imitation and further 
development of imitation—(a) deferred imitation, (b) further evo- 
lution, (¢) theories of imitation. 

Part II consists of chapters IV. to VII., and is devoted to 
the exposition of play—the beginnings of play, classification of games 
and their evolution after the beginnings of language, explanation of 
play, and secondary symbolism in play, dreams, and ‘‘unconscious’’ 
symbolism. 

Part III, entitled, Cognitive Representation, includes chapters VIII. 
to X.—transition from sensory-motor schemes to conceptual schemes, 
from practical to representative categories, and conclusions, general 
trends of representative activity. An excellent index is provided. 

The author briefly summarizes his results as follows: 

First period : sensori-motor activity. 

Second period: egocentric representative activity (instead of objec- 
tive adaptation, there is assimilation of reality to the child’s activity). 

Third period: stage I: preconceptual thought; stage IT: intuitive 
thought. 

Fourth period: operational representative activity. Adapted 
thought reaches a state of permanent equilibrium (at about age seven 
or eight) on the plane of concrete operations, and at about eleven or 
twelve, on that of formal operations. During this period imitation 
becomes reflective (subordinated to the ends pursued by intelligence). 
Play follows an exactly similar line of development. 

This book is not easy reading; the author frequently refers to con- 
troversial, continental, academic matters of terminology, philosophy, 
and psychology. He briefly discusses the contributions of Groos, 
Guillaume, Buytendijk, Claparéde, Wallon, Buhler, Lange, and 
many others. 

Piaget is of the opinion that, ‘‘in spite of appearances, Freud is 
much less of a geneticist than he is usually considered to be, and he 
too often sacrifices development to permanence, to the extent of ascrib- 
ing to the baby at the breast the attributes characteristic of the final 
stage of development—memory, consciousness of ego, and so on. What 
is needed, therefore, is a genetic transposition of the Freudian doctrine 
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through elimination of those elements which make it too much a 
science of the permanent.’’ Piaget proceeds to do just that. His 
astute criticism of the Freudian explanation of symbolic thought and 
his evaluation of the contributions of Silberer, Adler, and Jung 
(Chapter VII) are well worth the price of the book to every serious 
student of psychology and psychiatry. 
Jacop H. Conn 
Johns Hopkins University School of Medicine, 
Baltimore, Maryland 


On THE Brinoine Up or CumwpreNn. Edited by John Rickman. Second 
Edition. New York: Robert Brunner, 1952. 243 p. 


This is the second edition of a book familiar to child psychiatrists 
and others since its original publication in England in 1936. The 
small volume includes six essays originally presented as a public 
lecture course in 1935: Planning for Stability, by Ella Freeman 
Sharpe; Weaning, by Melanie Klein; The Uses of Sensuality, by 
Merell P. Middlemore ; Questions and Answers, by Nina Searl; Habit, 
by Susan Isaacs; and The Nursery as a Community, also by Susan 
Isaacs. 

The preface to the original edition, by John Rickman, is included, 
as well as a brief preface to the second edition and a postscript by 
Melanie Klein. John Rickman, the editor, died during the preparation 
of the present volume and three of the co-authors, Susan Isaacs, Merell 
Middlemore, and Ella Sharpe, died in the interim between the publica- 
tion of the two editions. Melanie Klein has added seventeen more 
recent references to the original list of twenty-five. 

The essays are all oriented educationally rather than therapeutically. 
This is not a book on how to deal with the problem child or even the 
normal problems of childhood. It is rather a contribution to preven- 
tive psychiatry. It aims to show how the atmosphere of the home and 
the attitudes, conscious and unconscious, of the parents, both the 
father and the mother, influence and modify the development of the 
child’s personality. This is not a book that places the blame for all 
the neurotic ills of childhood on the parents. It presents in clear, non- 
technical language a picture of the child’s own intricate mental and 
emotional activities. One might describe it as a series of essays on the 
child’s pre-genital development. Each chapter points out potential 
areas in which environmental factors can be conducive to wholesome 
individual development or destructive to such development. This 
book is for the educator, the professional worker, or for the intelligent, 
well-educated parent. It is not a handbook for unsophisticated 
parents, like Benjamin Spock’s Baby and Child Care, or Sidonie 
Gruenberg’s Your Child and You. 
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The educational philosophy that runs through the book is clearly 
grounded in the contributions of Sigmund Freud and the British 
school of child analysis. The paramount importance of unconscious 
needs and motivations is repeatedly stressed. The child’s concept or 
phantasy of himself, of his parents, and of the world around him will 
unconsciously determine his future attitudes and reaction patterns. 
These concepts and phantasies are strongly colored by the emotional 
climate of the home and the parents’ attitudes toward their parents, 
toward themselves and each other, and toward their children. 

A child’s aggressive impulses and pre-genital sexual drives can 
be variously met by those on whom the child is emotionally dependent. 
The unconscious attitudes more than the conscious acts of those on 
whom the child is dependent for gratification will determine the 
child’s attitude toward his own aggressive and sexual impulses. 
Anxiety, feelings of guilt, inadequacy, and insecurity can inhibt or 
distort the development of the child’s full potentialities. Specific 
and particularly repeated traumatic events have far-reaching results, 
not in terms of the event itself, but in terms of the infant’s phantasy 
constructions. These will depend in part on the level of the child’s 
psychosexual development and the relationship he has with love objects. 
The magical thinking of infancy and the patterns by way of which 
the child deals with fear, guilt, or frustration are significant determi- 
nants of personality. 

Susan Isaacs, whose two essays constitute nearly half of the book, 
summarizes the philosophy of the authors in her final paragraph: 


‘*These detailed studies might all be summed up by saying that what 
seems to us psycho-analysts to be desirable is that the nursery should be 
a place where fathers and mothers, nurses and children alike, are real 
persons and allow each other to be real persons, with real pleasures and 
real activities; where there is sincere emotional response, and feelings are 
not covered over or forced into rigid patterns by rules or formule. It 
is desirable that adults shall be themselves and allow children to be 
children. If they appreciate the real feelings and real personalities of 
their children, they will not be afraid to demand that the children, too, 
shall recognize their personal reality and rights. Neither respect for 
abstract law or personal dignity, nor the unconscious sensual satisfaction 
of the parents, should be sought at the expense of the living growth of real 
children. Parents should keep their eyes on the child’s future and have 
faith in his growth and development, whilst allowing him to live as fully 
and freely as he can on his own present level of Iove and achievement.’’ 


This book will be a valuable addition to the libraries of American 
analysts, child psychiatrists, child-guidance workers, pediatricians, 
and educators of young children, and a limited number of parents. 

Americans are in general more familiar with the contributions of 
Anna Freud and will welcome this capsule presentation of the Melanie 
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Klein point of view. Her essay in particular seems, in its theoretical 
aspects, rather speculative and will, I believe, stimulate reading of 
her books, in which she has more opportunity to substantiate her 
statements. 
FLORENCE CLOTHIER 
New England Home for Little Wanderers, 
Boston, Massachusetts 


On Berne InrTevuicent. By Ashley Montagu. New York: Henry 
Schuman, 1951. 236 p. 


Though Professor Montagu (of Rutgers University) is a learned 
anthropologist, he remembers that the plain people to whom this 
book is addressed expect a language that is simple. Such readers— 
and others, too—are often tempted by modern psychology to think 
the power of intelligence a mere trifle compared with the influence of 
their passions. They will be reassured by the author that the com- 
parative powerlessness of intellect is all the more reason for using the 
gift to the full. How else can life receive order and be directed 
sanely ? 

For this reason Dr. Montagu emphasizes the fact that, important as 
it is to be an individual, the healthiest self-fulfilment requires right 
relations with other individuals. ‘‘Human happiness, like the whole 
of human culture, is a social product,’’ which can be bettered by 
intelligence. 

In each chapter this thesis is applied to a problem like ‘‘ psycho- 
sclerosis,’’ or to the illusion of the angry man that he is strongest 
when he erupts in rage. One illustration must suffice. In the chapter, 
Unintelligence in Sex, Dr. Montagu warns parents against harming 
their children by treating masturbation as morally evil. He wants 
sex education to begin early, before playmates introduce their own 
misleading views. He deflates the ego of the person who boasts, 
whether aloud or in silence, of sex conquests. He makes much of the 
distinction between selfish sex gratification and love. The latter needs 
self-giving, tenderness, unfailing heed to the fact that the finest human 
relations are codperative and that a need which is essentially codpera- 
tive will never be satisfied by a conduct essentially self-indulgent. 

He does not write about people already so troubled as to require 
the services of the psychiatric expert. But ordinary persons will find 
in these chapters many shrewd suggestions for putting a sound good 
sense into their human relationships. 


‘ 


Henry NEUMANN 
Brooklyn Society for Ethical Culture 
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CyBERNETICS. Edited by Heinz von Foerster, Margaret Mead, and 
Hans Lukas Teuber. New York: The Josiah Macy, Jr. Founda- 
tion, 1952. 240 p. 

This book presents the transactions of the Kighth Conference on 
Cybernetics, held in 1951 under the sponsorship of The Josiah Macy, 
Jr. Foundation. The conference consisted of conversation groups on 
six subjects in the field of communication: (1) Communication Pat- 
terns in Problem-Solving Groups; (2) Communication Between Men: 
Meaning of Language; (3) Communication Between Sane and Insane: 
Hypnosis; (4) Communication Between Animals; (5) Presentation of 
a Maze-Solving Machine; and (6) In Search of Basic Symbols. The 
discussion leaders were, respectively, Alex Bavelais, Ivor A. Richards, 
Laurence 8. Kubie, Herbert G. Birch, Claude A. Shannon, and 
Donald M. McKay. 

Museums, zoos, and art galleries are fascinating to their connois- 
seurs, even when the subjects are specialized. Here we have an 
opportunity to look into another kind of display, which for conveni- 
ence might be called a communications exhibition. Six halls are open 
at this time; there are doorways, however, through which many 
more are visible. 

Human beings are on display in the first hall, five of them, gathered 
around a table which is partitioned off so that they cannot talk to one 
another, but may communicate in writing through tubes arranged 
in patterns of a fan, a chain, or a line. The people do not know the 
pattern. Each person holds in his hand cards with symbols. The 
problem is to find the symbol common to the group either in the 
shortest time or using the shortest number of messages. 

Director Bavelais moves here and there with eagle eye, stage- 
managing the affair, taking notes, and persistently asking such 
questions as: ‘‘Did your group have a leader?’’ ‘‘Did you find its 
pattern of communication?’’ ‘‘Who was the leader?’’ ‘‘How well 
did you like the job you were doing?’’ ‘‘What kind of things pre- 
vented your group from doing better?”’ 

Director Richards; greets us at the entrance to the second hall with 
a conundrum: ‘‘To come back to my doubts, a penetrating doubt, 
truly a bosom doubt, concerns the sort of language with which one 
may profitably try to talk about language.’’ Mr. Kluver responds, 
‘‘There would be nothing but confusion if we used everyday language 
to talk about the very brain which created this language.’’ 

In one corner of the hall a group of Yana are talking, carefully 
choosing their words to show whether the speaker or some one else 
vouched for the words he spoke. A Hopi conveys the generality of 
his statement through the verb and not the noun. There is a bear 
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‘‘taping for a special run of the manipulative-perceptual mechanism”’ 
in his search for ants on a boulder. Yonder are pupils learning to 
read by acquiring the use of only a few letters at a time, each of the 
reversed letters—p, b, q, and d—being introduced as single strangers 
to a group of familiars. Here and there, among bears, Indians, and 
children, Richards darts asking, ‘‘How do you describe communica- 
tion ?’’ ‘‘ How do you tape-forward the hierarchy of memory symbols 
that guide behavior ?’’ 

In the third hall Director Kubie is surrounded by humans in a 
variety of states of consciousness—sleep, deep concentration, hypnosis, 
and psychosis. There is the young man who saw Kubie at a dance 
on Saturday, but reported Monday in a psychiatric interview that 
he had had a dream that he saw Kubie at the dance. There was a 
woman who reported dreams of strange green daffodils such as she 
had never seen—which she suddenly discovered were the designs on 
the bronze lamp in the office, which she saw consciously for the first 
time. 

Comfortably seated on a fireplace, one psychotic is easily interpret- 
ing the symbolism used by another. Kubie hovers around and asks, 
‘* Are there special systems of communication available to the mentally 
ill, not normally available to the rest of us?’’ 

In the fourth hall Director Birch hovers over hives of bees and 
eages of chimpanzees. There is even a pool of scallops which flee 
as rapidly from a spoonful of starfish broth as from the star fish 
himself. As for the bees, the finder of nectar is going into a 
figure-8 dance, with wiggles at the crossing to tell his companions 
how far away the flower is and in which direction. ‘‘The wiggles 
per second are correlated to the distance away by a constant ve-y 
near to the speed of sound,’’ says Birch. ‘‘Perhaps for the bee sound 
is the universal constant that the velocity of light is in man’s electro- 
magnetic philosophy.”’ 

The chimps do not seem to care. An older female is making love to 
a younger male. Suddenly the same symbol that was first used to 
request her submission becomes the request for her to beat the ‘‘living 
daylights’’ out of him. 

In his cubicle Director Shannon is demonstrating his machine, 
whose finger can memorize the pattern of a 25-square maze and resolve 
it to the goal, and which can “‘ profit’’ by experience to avoid error. But 
just wait until the goal is removed entirely, and watch the finger go 
into a puzzled, confused, neurotic dance. The machine is an animated, 
overgrown network of electromagnets which reduces to machinelike 
proportions certain characteristics of the human mind. 

In the sixth hall Director McKay displays a tremendously imposing 
array of cosines, vectors, probabilities, with here and there a 
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logarithm as well. Hovering overhead is entropy, that law of thermo- 
dynamics concerning the decrease of free energy in the natural world. 

In this literally figurative atmosphere are a group of players of 
‘‘Twenty Questions.’’ ‘‘Information theory,’’ says McKay, ‘‘ defines 
the amount of information as the minimum number of such questions 
logically necessary to determine the selection.’’ There, wrapped up 
in a few words, is the unit of measure that has lain beyond the grasp 
of man for a couple of generations when he needed it badly. With a 
proper measure, information can be dealt with by science and the 
significance of the probabilities, the vectors, and the anthropy becomes 
evident. 

One has to go to this communications exhibition to appreciate what 
it is doing. Where one question is answered, perhaps ten new ones are 
asked. Such is the manner of this younger of the sciences which draws 
into it students from all the other sciences. They await the answer 
to the question: With what language shall we talk about language? 

I hope the leaders of these six discussion conferences will forgive 
my presenting their sessions as I have. As I read through the book, 
these sessions appeared to me as mirrors repeating a vast range of 
laboratory and clinical work which, in the short space available to this 
review, might be more easily comprehended in that fashion. 

Lewis BaLDWwIN 


Missouri Division of Employment Security, St. Lowis 


Wuo Are tHe Guinty? By David Abrahamsen, M.D. New York: 
Rinehart and Company, 1952. 340 p. 


Crime is a barometer of the social climate, and the causes that bring 
about atmospheric variations are not more numerous than those that 
bring about the phenomena of social maladjustment. The eternal 
question of nature versus nurture is always under discussion, and 
with the growth of science the emphasis shifts from one to the other. 
One gets the impression that because the emphasis has been misused, 
we often are overly cautious about ascribing causes when they indicate 
a certain 'fatalistic destiny. 

One thing about Dr. Abrahamsen’s contribution is notable—his 
optimism. With all due allowance for the lack of success up to date 
in handling crime, his hope is in the future contribution of economics, 
sociology, and psychology. This always raises the question of skilled 
technicians in these fields who might be able, through knowledge and 
its application, to ameliorate some of the trends towurd which our 
universal social structure is now tending. 

It is not alone because communication has been so broadened that 
we are aware of the malignancy of the problem of crime or some of 
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its veneered aspects, as exemplified in totalitarianism. Dr. Abraham- 
sen, like many others, prefers to look at this problem as a pandemic 
infection that has spread through the world. While he specifically 
refers to the crime situation in this country, his propositions are just 
as valid for other cultures so far as concerns their specific concepts 
as to what constitutes acceptable or social conduct. His classifications 
are simple and, like all classifications, are subject to change with 
growing knowledge. His recommendations are essentially educational, 
which raises the eternal problem as to how far education can actually 
function through mass orientation. Surely, if we consider the growing 
percentage of literacy in this country and the ever-expanding number 
of college-trained people, we must ask ourselves why we still have as 
much crime as we ever did. 

The problem is conditioned by the fact that sound learning is rather 
an emotional than an intellectual experience, that living and doing 
rather than theory bring about results. The educator is by no means 
a teacher alone. How will he guide the teachers who in turn guide 
the parents? While it is true that adult education is an imperative 
need for resolving some of the factors that bring about asocial conduct, 
Dr. Abrahamsen is correct in ascribing crime to many elements— 
inheritance, defective somatic endowment, environment (which he 
emphasizes a great deal), and the philosophy of success, which is often 
conceived of in terms of power based on materialism and pragmatism 
rather than upon the true Christian aspects of growth. 

Crime is, then, an index of the current status.of the Christian spirit, 
the ultimate in man’s growth. Science and art are handmaidens for 
that purpose, but always in a subservient capacity, for man’s growth 
is the amalgam of his knowledge and of his relationships toward 
others. The criminal loves himself pathologically ; the Christian loves 
others honestly. In simple terms, Dr. Abrahamsen evolves this theme 
and brings to bear our current knowledge and experience with the sick 
to help accomplish more successful end results. He dissects our 
present system and its shortcomings. 

Who Are the Guilty? ts simply written; it is fair and modest in its 
presentation; and it is heartening in its courageous effort to bring 
about change for the better. 

Epwarp Liss 

New York City 


History or AMERICAN PsycHoutogy. By A. A. Roback. New York: 
Library Publishers, 1952. 426 p. 

This volume is the first attempt to present a history of American 

psychology from the beginning of the pre-scientifie period down to 
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the present. The first section is concerned with psychology from its 
colonial beginnings to the transition period in the 1880’s.. This is 
followed by a section on the pioneers in the development of scientific 
psychology. Then comes an exposition of the rise of schools and their 
leaders. The final chapter deals with the growth of the various 
branches of psychology. 

The discussion of pre-scientifie psychology (c. 1640-1880) is based 
largely upon an analysis of the texts used. Psychological instruction 
in colleges was pretty much in the hands of churchmen. However, 
independent textbooks began to appear about 1800. Some of these— 
as those by B. Rush and T. C. Upham—gave a respectable parentage 
to American psychology. Dr. Roback apparently missed one of the 
more important authors of this period—J. Buchanan, whose The 
Philosophy of Human Nature, appeared in 1812. Furthermore, he 
has failed to differentiate satisfactorily between these early nineteenth- 
century contributions and the less satisfactory later writings (1845- 
1885) which presented predominantly a weak version of Scottish 
psychology in the interest of piety and morality. 

The second section, which deals with the establishment of scientific 
psychology and with the pioneer contributors to the movement, is the 
best part of the book. The tempo of the movement, the evaluation of 
personalities, and the exposition of the trends are dealt with in an 
interesting way and fairly adequately. 

In considering schools and types of psychology, the discussion is 
uneven in quality. It would seem that the author views the contri- 
butions of W. McDougall through rose-tinted glasses, and that he is 
considerably less than objective in discussing J. B. Watson and 
behaviorism. The six-page digression employed to establish the réle 
of Jews in the Gestalt movement might well have been omitted. 

The final chapter, on the expansion of American psychology, is little 
more than lists of names, selected apparently without much discrimina- 
tion, to represent important contributors to various branches of 
psychology. 

In general, the author does a commendable job in discussing the 
pre-scientific period, the establishment of scientific psychology, and 
the contributions of American psychologists to certain systematic 
movements. The development of trends and research programs at 
various universities from about 1910 on are dealt with in less satis. 
factory fashion. 

Certain other criticisms occur to the reviewer. The author’s prac- 
tice of employing to an excessive degree Latin, French, and German 
words and phrases, as well as esoteric words, such as logomachy, 
corypheus, and feuilletonist, tends to become annoying to the reader. 





680 MENTAL HYGIENE 


Again, there are several minor errors in the text. Sanford (pp. 134 
and 154) was in charge of the Clark research laboratory from the 
beginning (1889) rather than the college laboratory. There was no 
Clark College (undergraduate) until 1900. On page 187, H. P. Weld 
is listed as a student of Titchener, but he obtained his Ph.D. at 
Clark University. Kurt Lewin (p. 266) was professor of child 
psychology, not director of the Child Welfare Research Station, at 
Iowa University. 

The serious student of psychology history will question some of the 
author’s interpretations (1.c., that W. McDougall is the foremost 
psychologist in all English-speaking countries). However, the author 
has produced a readable treatise that will be welcomed by all those 
interested in the origin and development of psychology in America. 

Mites A. TINKER 

University of Minnesota 


Auconon Epucation. A GuImDE-BOOK For TEACHERS. By Joseph Hirsh. 
New York: Henry Schuman, 1952. 90 p. 


This is a timely book, crystallizing, in a condensed form, our 
present-day knowledge about alcoholism. Written by a man who has 
been actively engaged in research on the problem, it is filled with 
valuable information. 

That misery stalks in the wake of uncontrollable drinking is well 
known to every one, yet the immensity of the problem, as it relates 
to national welfare, is not at all clearly perceived by the average 
citizen. In an introductory chapter, the author presents the issue 
clearly : 

“Alcoholics clutter municipal courts and jails, multiply public welfare 
costs enormously, contribute immeasurably to conditions that bring 
about broken and disturbed homes, and numerous other problems in 
society as pervasive as they are persistent. People who drink ex- 
cessively, whether they do so voluntarily or because they are sick and 
cannot help themselves, have added dramatically to the nation’s already 
frightening tolls of traffic and other accidents. It is with that in mind 
that every state and the District of Columbia require by law some 
instruction about alcohol in their public schools.” 


The author points out that drinking in moderation has become an 
integral part of fashionable living. It has been fostered and en- 
couraged by the industry in intensive advertising campaigns which 
emphasize all of the glamour and none of the menace associated with 
the consumption of alcohol. Some state legislators have recognized 
the gravity of the problem, as indicated in the following state statute : 


“The radio, the moving picture, and the press are being used by profit- 
seeking individuals and corporations to enhance the sedative and narcotic 
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destructive habits-of life. . . It becomes necessary, not only to instruct 
pupils regarding the harmful effects of all forms of narcotics upon the 
human body, but also to deflate the supposed value of such stimulants.” 


The author feels that too much emphasis has been placed on fear in 
the present-day teachings of the harmful effects of alcohol, and that 
many inaccuracies are being disseminated regarding. the effects of 
alcohol. The purpose of his guide, he declares, is to disseminate in 
a condensed form authoritative and up-to-date information on the 
subject, and to lead those who are interested to further investigation 
in the various source books available. 

After a discussion of the problem from an historical perspective, 
he devotes a chapter to evaluating the chemical properties and physio- 
logical effects of aleohol. In another chapter he takes up the ‘‘disease’’ 
ealled alcoholism. He points out the fact that alcohol does not bring 
about alcoholism. Emotionally maladjusted and immature persons 
make up a large percentage of alcoholics. These, as well as the high- 
strung, tense, and neurotic individual, stand in danger of becoming 
alcoholics, once they discover that alcohol offers them a temporary 
state of tranquility—a sense of oblivion from worry and unhappiness. 

He discusses the various aspects of the problem in a series of 
question-and-answer paragraphs, formulated by him and his students. 
He evaluates the various forms of therapy available to the alcoholic. 
He formulates a program of teaching the subject, and presents a 


bibliography on alcoholism, including a series of films available on the 
subject. 

This is an invaluable source book on alcoholism. Its chief merits 
are brevity and reliability. It is chuckfull of information on a subject 
with which every public-spirited citizen, especially ministers, teachers, 
doctors, and social workers, should become thoroughly familiar. 


SAMUEL PASTER 


Memphis, Tennessee 


Lives In Progress: A Stupy or THE NATURAL GrowTH OF PERSON- 
auiry. By Robert W. White. New York: The Dryden Press, 
1952. 376 p. 


Neither the merits nor the limitations of this book are overwhelm- 
ing. In reading it, one is disappointed and one is rewarded. In 
reviewing it, one is puzzled to know what judgments to make. 

The author states in his preface that bis purpose has been ‘‘to 
provide a brief introduction to the whole field of perssonality.’’ Three 
extensive case histories of ‘‘normal’’ college students, two men and 
one woman, occupy the bulk of the pages. These are accompanied by 
interpretations and interpretative summaries. There are also special 
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chapters elaborating the social, biological, and psychodynamic orienta- 
tions in the understanding of lives. Emphasis is placed on the inte- 
gration of all three approaches. The book is concluded with its most 
productive chapter, one on the process of natural growth. 

It seems unlikely to this reviewer that Lives in Progress can serve 
as an adequate introduction to the field of personality. The writing 
is too complex and the discriminations too subtle. The more advanced 
student, on the other hand, should find the book an excellent review 
and synthesis which will enable him to see his technical knowledge in 
the perspective of lives as a whole. 

Perhaps the most important contribution of the book is to make 
available broad accounts of the lives of college students who were not 
psychiatric patients. The data were derived entirely from auto- 
biographies, interviews, test materials, and college records. In all 
three cases, information was obtained while the subjects were in 
college (Harvard and Radcliffe) and again some years later. The 
presence of follow-up material of this sort is in itself cause for rejoic- 
ing. Further, the inclusion of a woman subject lends distinction. 

But it seems that the claim of the title that this book presents lives 
in progress and is a study in the natural growth of personality is 
somewhat exaggerated. What it does seem to present is the retro- 
spective impressions of three individuals of their own developmental 
experiences, plus psychological measurements made at entirely arbi- 
trary points in that development. The title suggests what one would 
like to see: systematic longitudinal studies that would include both 
direct observations and interviews with persons who contribute to the 
social context within which the individual is developing, as well as 
the retrospective personal impressions and test data given here. Prob- 
ably this sort of thing is more nearly approached by the University 
of California Growth Study. 

The author reports that a very large number of professional assist- 
ants contributed to the collection and understanding of these data. 
He has brought unity into the interpretations by making all of them 
himself. This reviewer wonders if one step in the interpretation that 
would have added greatly to the depth of the final integration of the 
data has not been overlooked. Would it not have been well if separate 
specialists in the biological, social, and dynamic interpretations of 
lives could have made the first abstractions from the data, to be 
followed by a synthesis prepared by the author? It seems that a 
gpurious unity may have been introduced by the use of a single 
interpreter. 

Readers of this journal will have special interest in the author’s 
section on the concept of mental health. He takes up the cause of a 
positive, developmental criterion as opposed to a negative or con- 





BOOK REVIEWS 683 


formity criterion. There is no question of the advantages of such a 
standard and of the need to promulgate it. One does question his 
conclusion that the task of rearing and guiding children can best be 
represented by the metaphor of raising plants. It is a helpful figure 
of speech, but would seem to glorify the biological roots of personality 
at the expense of the social and dynamic contributions to individual 
lives. Dr. White will not take it amiss if we suggest that the case of 
Joseph Kidd, here in its third incarnation, has been worked hard 
enough. 

This should prove a useful and interesting book for students and 
for laymen with some background in the technical interpretation of 
human development. 

Dororuy Ciirron ConRaD 

University of Alabama Extension Center, 

Montgomery, Alabama 


PsYCHOTHERAPY WITH SCHIZOPHRENICS. Edited by Eugene B. Brody 
and Frederick C. Redlich, New York: International Universities 
Press, 1952. 246 p. 

This monograph presents a symposium held at the Yale University 
School of Medicine in 1950. The participants are eminent authorities 
‘in various aspects of treating schizophrenics, and they do much toward 
clarifying and summarizing current thought in the field. 

A comprehensive introduction by Dr. Robert P. Knight sets the 
framework for the stimulating discussion. After this, Dr. Redlich 
reviews the literature on the various concepts of ‘schizophrenia, and 
Dr. Brody summarizes current thought on the treatment of schizo- 
phrenics. Five original papers are then presented, each discussed 
thoughtfully and effectively. 

The high light of the book, in the reviewer’s opinion, is Frieda 
Fromm-Reichmann’s paper, in which she discusses clearly and con- 
cisely the principles and methodology that she utilizes in her effective 
work with schizophrenics. She compares her work in a specific, defini- 
tive way with that of John Rosen and Federn. Dr. Fromm-Reichmann’s 
paper is discussed by Drs. Jacob Arlow and David Wright, who expand 
on some of her points from their own experience. 

Kurt Eissler then differentiates between frank schizophrenic states 
and the ‘‘mute’’ states, outlining the therapeutic approach that he 
recommends with each. He emphasizes the importance of the 
therapist’s feelings in his work with the patient and goes so far as to 
say that the therapist must have strong ‘‘rescue fantasies’’ if he is to 
succeed in therapy. 

Drs. Ruth and Theodore Lidz present an important concept in dis- 
cussing the area of disorder in border-line and latent schizophrenics. 
They emphasize the close symbiotic relationship that exists with the 





684 MENTAL HYGIENE 


mother and feel that the essential area of disorder in these patients 
is the lack of definite ego boundaries with regard to the mother. The 
entire therapeutic régiine is based upon this dynamic formulation. 

Dr. Milton Wexler presents an interesting, if not generally accepted, 
hypothesis—that therapy can best proceed if the therapist acts as an 
auxiliary superego in order to strengthen the superego of the patient. 
Dr. Robert Bak and Dr. Ludwig Eidelberg question Wexler’s hy- 
pothesis on the basis of their experience. 

Experiments in group therapy are effectively presented by Dr. 
Jerome Frank from his work in this field. Dr. Frank stresses the 
value of constructive utilization of interpersonal group relations and 
defines and contrasts the various attitudes and réles of the group 
leader. Dr. Elvin Semrad enlarges upon Dr. Frank’s paper from his 
experience at the Boston State Hospital. 

Dr. Lawrence Kubie closes the symposium by stressing the need for 
better defined working hypotheses, so that more specific and valid 
experimental conclusions can be reached. He recognizes that the com- 
plexity of the problem of schizophrenia makes a planned experimental 
approach difficult, yet such an approach is essential if research is 
to be productive. 

Reading the monograph is a rewarding and stimulating experience 
for those interested in the treatment of schizophrenics. The editors 


and the authors present basic contributions in the field that clearly 
constitute a large part of the armamentarium of the student of schizo- 
phrenia. The symposium should be helpful to all trained workers in 
the field of schizophrenia—physicians, social workers, and psycholo- 
gists alike. Not the least important part of the book is the useful 
bibliography that appears at the end of each section. 

Epwarp M. DANIELS 


Veterans Admimstration 
Hospital, Boston 


Tae Narure or NonpirectiveE Group PsycuorHERAPY—AN ExXPERI- 
MENTAL INVESTIGATION. By Leon Gorlow, Erasmus L. Hoch, and 
Earl F. Telschow. New York: Bureau of Publications, Teachers 
College, Columbia University, 1952. 143 pp. 

After several readings, and four futile attempts to write an in- 
telligible review of this book, this reviewer has drawn the conclusion 
that a ordinary “‘review-context’’ does not exist. The book is a 
composite of three doctoral dissertations. It deals with a stringently 
circumscribed ‘‘experiment’’ in a field that has long since grown be- 
yond the scope of the three authors’ knowledge. 

The ‘‘experiment’’ involved seventeen university students, divided 
into three groups, in a series of nincteen sessions. The number of 
group sessions was determined by the length of the academic semester. 
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The students volunteered for this ‘‘experiment.’’ They were chosen 
on the basis of being ‘‘deeply concerned about some area of personal 
difficulty.’’ The difficulties are not individualized, but are listed as 
including : ‘‘ difficulty in concentration, extreme tension when talking 
before formal groups, doubt about vocational plans, difficulties in 
parental relationships, and generalized feelings of inadequacy.’’ 

There is no explanation for the use of the word, ‘‘psychotherapy,’’ 
in the title and text of this book. None of the participants was 
diagnosed as ill. One of the students diagnosed herself as ‘‘ neurotic 
in the sense that she felt herself ‘over-reacting’ to the ordinary stresses 
and strains of everyday life.’’ The authors claim no cures or re- 
habilitations. The original ‘‘difficulties’’ are not declared ‘‘allevi- 
ated.’’ What relevance the ‘‘experiment’’ has to treatment is left 
to the reader’s imagination. 

Immediately after the selection of the participants, the focus of the 
authors shifts to changes in behavior within the groups. What hap- 
pened to the individuals in the group is generally referred to as 
‘‘most profited’’ and ‘‘least profited,’’ in graph and table form. 
What was ‘‘profited’’ is not indicated. Two ‘‘paper and pencil’’ 
tests were administered at the conclusion of the ‘‘experiment.’’ Who 
did what with these tests is not indicated. The authors seem more 
interested in the behaviors of ‘‘groups’’ in this specialized setting. 
They do not tell the reader what value the participants derived as 
a result of the experience. 

There is one almost amusing contrast between the attitude of the 
authors toward their own work and that toward another experi- 
menter’s in ‘‘nondirective psychotherapy.’’ On page 20, they scold 
H. Peres for not having administered the Rorschach as an objective 
test of results. Peres had a series of six sessions, involving seven 
students. In regard to their own results they say (p. 35), ‘‘Since 
the Rorschach may be describing a basic personality structure which 
might be intractable to short-term psychotherapy and since the 
literature reports conflicting results in its use as an instrument to 
measure therapeutic gain, it was abandoned in favor of the other 
two [paper and pencil] tests.’’ 

A further complicating element in this composite dissertation is 
the compelling desire displayed by the authors to dispense with the 
psychoanalytic theory of personality. ‘‘What the present study at- 
tempts to demonstrate,’’ they say, ‘‘among other things, is that 
several of the more significant process dynamics can be adequately 
understood in terms of specified, measurable variables without the 
necessity of invoking debatable symbolic concepts.’’ 

Since the authors present no evidence to the effect that they are 
trying to achieve the goals of psychoanalytic therapy, it is quite 
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possible that they can understand their ‘‘process dynamics’’ without 
‘‘symbolie concepts.’’ ‘Their polemics about ‘‘transference’’ and 
‘‘insight’’ (pp. 9-11 and 58-60) add nothing but confusion to their 
presentation of an idea that bears but slight resemblance to treat- 
ment of mental and emotional illness. 

These .are some of the peculiarities of this book that prompted the 
conclusion that it might better be viewed and reviewed as something 
different from an ordinary book on psychotherapy. 

CuarLes G. McCormick 


New York City. 


CoLLEGE AND Lire: PropueMs or SetF-DiscovERY AND SELF-DIRECTION. 
By M. E. Bennett. Fourth Edition. New York: McGraw-Hill, 
1952. 457 p. 

Those who have first-hand acquaintance with the needs of the aver- 
age teen-age campus novitiate, will welcome this rather complete and 
now—in its fourth edition—more readable compilation of orienting 
information and aids to study and learning. Freshmen college 
students have always had to go through the struggle of emancipation 
from home, to acquire rather suddenly more adequate study habits 
and techniques, and to complete their adolescent striving toward long- 
time goals and character values. The desirable stability and philosophy 
of life are not of course immediately forthcoming, but a start must 
be made. 

The general insecurity of this age, the residuals of the war-time 
speed-up in condensed curricula, the emphasis on specialty training, 
and the general crowding in colleges have intensified the confusion 
among students as well as faculty. 

Mr. Bennett’s efforts have produced a text that will serve as an 
aid to a systematic approach to these situations. The three parts— 
Life in College, Learning in College, and Building a Life—are self- 
explanatory, dealing as they do with adjustment values, goals, efficient 
study, and critical learning techniques. Personality development and 
balance are specially emphasized in one half of the book. 

In past years students in most colleges have had more leisure and 
time to mature, with closer attention from advisers, a situation not 
usually possible with to-day’s crowding. Now there is a definite need 
for orienting courses, such as are outlined in this text, to help the 
student integrate and gain discernment. Indeed, the faculty, as well 
as the youth, in most colleges should benefit from reading this book. 

Of special value would be the clues given as to the importance of 
campus activities. Selective readings and the stimulus to form goals 
are specially emphasized and well outlined. The chapters on clues 
as to the nature of learning, on effective studying and remembering, 
and on the importance of developing the ability to absorb information 
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by rapid reading are well outlined and should be of inestimable value 
in helping the student avoid many pitfalls. The same could be said 
of the treatises on note-taking, the values in reviewing and in pro- 
gressive organization of a field of study. Thinking with purpose and 
critical thinking are outlined simply and helpfully, with a warning 
against defensive rationalization. Many students who develop in 
rather haphazard fashion would benefit greatly from having the above 
information called to their attention. 

Part III, Building a Life, gives in eleven short chapters a brief, 
over-all, simplified course in human psychology, with much emphasis 
on self-analysis, will power, and self-direction. In Chapter 20 there 
are very meaningful, quite excellent descriptions of the stages of 
growth and of psychosexual development. The next chapter, on 
frustrations and the treatment of hostilities, is perhaps necessarily 
fragmentary from the orthopsychiatrie point of view. The remainder 
of the section treats of the achievement of mental health, a philosophy 
of life, and planning for marriage and home, in a condensed, simpli- 
fied form suitable for the average immature, but healthy youth or his 
sister. The discussion of achieving a democratic citizenship is brief, 
but clear, excellent in fundamentals, and, the reviewer would feel, 
very practical. 

The text could be criticized on the basis that it might arouse anxieties 
in neurotic students, especially with the use of the self-evaluation 
exercises that are added to most chapters. It might be said that this 
is another effort to spoon-feed the average college student. It readily 
could be argued that there is not enough room in a crowded curriculum 
for such an orienting course. It could be said also that adequately 
prepared students would not need much of the contents of the book. 
The last part, on building a life, could be criticized for a superficial 
treatment of a very involved subject. Yet one cannot but congratu- 
late the author on having organized so much pertinent information 
on the present-day needs of college students. There is an extensive 
bibliography and appendix, which could serve as a guide to further 
investigation should a student or faculty member be especially 
interested. 

The text in no way attempts to meet counseling needs, which pre- 
sumably would be available in some form on the average first-class 
college campus. But it may be that the availability and use of such a 
presentation as this book would lessen the strair on advisers and 
counselors. 

To conclude, this is an excellent guide for the average, non-neurotie, 
normally developing adolescent or post-adolescent college youth. 


Georcs M. Lorr 
Pennsylvania State College. 





NOTES AND COMMENTS 


Worup Feperation ror MenraL Heattu EstasiisHes A COMMITTEE 
or Honor 


The World Federation for Mental Health has established a Com- 
mittee of Honor for the federation. Individuals, in many countries 
and from the various professions, who have pioneered in work for 
mental hygiene and in the mental-health field are being invited to 
become members of this committee. The federation honors itself by 
having this group of pioneers associated with it. 

The following people from the United States are among those 
invited to membership: Mrs. Clifford W. Beers, Dr. Haven Emerson, 
Mr. Homer Folks, Dr. William Healy, Dr. C. W. Hincks, Dr. Ellen 
Potter, and Prof. C. E-A. Winslow. 


A Trarmnina Course For REPRESENTATIVES OF STATE AND LocaL 
MENTAL-HEALTH ASSOCIATIONS 


Executives, staff members, and representatives of state and local 
mental-health associations came to New York August 17 for four weeks 
of special, intensive instruction on the task of organizing for the 
nation-wide fight against mental illness. 

The training course, sponsored by The National Association for 
Mental Health and the National Institute of Mental Health, was held 
at the Carnegie Endowment Information Center. 

Among the instructors were Dr. Robert H. Felix, Director of the 
National Institute of Mental Health, of the U. 8. Department of 
Health, Education, and Welfare; Wilbur I. Newstetter, Dean of the 
School of Social Work, University of Pittsburgh; Dr. Paul V. Lemkau, 
professor of public-health administration, Johns Hopkins University ; 
Dr. Luther E. Woodward, of the New York State Department of 
Mental Hygiene; and Edith Stern, author of several books and 
pamphlets on mental illness. 


ASSOCIATION FOR PuHysIiCAL AND MENTAL REHABILITATION Hops 
SEVENTH ANNUAL CONFERENCE 


The Association for Physical and Mental Rehabilitation held its 
Seventh Annual Scientific and Clinical Conference at the Mayflower 
Hotel, Washington, D. C., July 20-24, taking as its general theme: 
‘*Rehabilitation—Integrating Science and Service.’’ Papers, panel 
discussions, and demonstrations made up the program. Sectional 
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meetings were also arranged for medical and rehabilitation personnel 
in all the various specialties. 

Among the subjects discussed at the panel sessions were ‘‘ Rationale 
for Activity Therapy,’’ ‘‘ Rehabilitation of Patients with Spinal Cord 
Injuries,’’ ‘‘Techniques for Normal Self-Care Activities,’’ ‘‘The 
Social Rehabilitation of the Patient,’’ ‘‘Theoretical and Observed 
Varieties of Motivation Toward Recovery,’’ ‘‘Functional Ambulation 
for Patients with Orthopedic Handicaps,’’ ‘‘An Intensive Program 
of Corrective Therapy for the Psychiatric Unit of the General Hos- 
pital,’’ ‘‘ Activity Therapy for the Regressed Psychiatric Patient,’’ 
“‘Rehabilitation of the Cerebral Palsied Child,’’ ‘‘Bridging the Gap 
Between the Hospital and the Community,’’ ‘‘ Developmental Aspects 
of Curricula and Training in Correction Therapy,’’ and ‘‘The Réle 
of the Hospital in the Preparation of the Patient for Living with 
Disabilities. ’’ 

The address at the banquet meeting was given by Honorable Walter 
H. Judd, Representative of the Fifth Congressional District of 
Minnesota, who spoke on ‘‘The Human Story of Rehabilitation.’’ 

Among the papers were one on the theme of the convention— 
‘*Rehabilitation—Integrating Science and Service’’—by J. T. Boone, 
Vice Admiral (MC) Navy, Rtd., Chief Medical Director, Veterans 
Administration, Washington, D. C.; and one by John Eisele Davis, 
Chief of Corrective Therapy, Veterans Administration, Washington, 
on ‘‘ Historical Development and Evaluation of Corrective Therapy.’’ 
Other papers were Suggestions to the Corrective Therapist Involved 
in Scientific Inquiry, Research, and Reporting, by J. Q. Holsopple, 
Assistant Chief, Clinical Psychology Section, Psychiatry and Neu- 
rology Division, Veterans Administration, Washington; Research, a 
Distinct Responsidility of the Corrective Therapist in the General 
Medical and Surgical Hospital, by Paul Fleer, Chief of Corrective 
Therapy, V.A. Hospital, Dublin, Georgia; U. 8. Army Reconditioning 
Program in Japan, by Willis P. Denny, Captain, M.S.C., Chief of 
Physical Reconditioning, U. 8. Army Hospital, Fort Jackson, South 
Carolina; and The American Legion and Veterans Rehabilitation, by 
T. O. Kraabel of the National Rehabilitation Commission of the 


American Legion. 


A Symposium ON GERIATRICS 


Methods of treatment and problems in the care of geriatrics were 
discussed at a two-day geriatrics symposium sponsored by the Vet- 
erans Administration and the Peninsula Academy of Medicine (Vir- 
ginia) September 24 and 25. 

The sessions, which were held at Old Point Comfort, (adjoining 
the Veterans Administration Center, Kecoughtan) were attended by 
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leaders in the field of geriatrics and allied specialties. Among those 
who had prominent places on the program were: Dr. Edward J. 
Stieglitz, of Washington, D. C., editor of Geriatrics; Dr. Lloyd 
Thompson, professor of psychiatry, Bowman Gray Medical School, 
Winston-Salem, N. C.; Dr. George M. Piersol, University Hospital, 
University of Pennsylvania; Dr. Walter O, Klingman, associate pro- 
fessor of neuropsychiatry, University of Virginia; and Dr. Reno R. 
Porter, associate professor of medicine, Medical College of Virginia. 

Among the subjects discussed were the follow-up aspects of geriatric 
treatment, including social case-work and nutrition; the contributions 
of physical medicine and vocational rehabilitation; cardio-vascular 
conditions in the aged; and certain surgical aspects. 

In arranging the program, the Veterans Administration Depart- 
ment of Medicine and Surgery coéperated with the staff of Kecoughtan 
Center, which includes, besides an acute hospital of 470 beds, a 
domiciliary home with nearly 1,400 veterans, their average age falling 
between sixty and sixty-five. 

The sessions were attended by some 300 people from the area from 
New York to Georgia and from Virginia to Kentucky. 


SoctaL Scrences Recetvep Largest SHARE OF ROCKEFELLER 


APPROPRIATIONS IN 1952 


A total sum of $16,640,355 was appropriated by the Rockefeller 
Foundation in 1952, according to its recently issued annual report. 
Of this sum, the largest appropriation—$4,366,835—went to projects 
in the field of the social sciences. 

The aim of the foundation’s program in this field, as expressed by 
Dean Rusk, president of the foundation, in his foreword to the report, 
is ‘‘to aid the growth of men and of knowledge in the social sciences 
and the application of such knowledge to human problems and needs.’’ 


‘*A wide diversity seems to characterize the studies of interpersonal 
and intergroup relations for which grants were made during 1952,’’ 
President Rusk stated. ‘‘All are addressed to one issue: the problems 
of human behavior and relations involved in living and working together 
in a progressively more complex and integrated society. We no longer 
have the privilege of moving away from our problems and frustrations 
and taking up new land; most of us have to live in closely knit com- 
munities and work within integrated organizations. 

‘Thus, the study of the effect of differing patterns of supervision 
on employee productivity and morale in a large insurance company 
carried out at the Survey Research Center of the University of Michigan; 
or the study of social relations in a steel mill in Germany by the Dort- 
mund Center for Social Science Research; or the study of intergroup 
hostility and harmony by Professor Muzafer Sherif at the University of 
Oklahoma; or Miss Margaret Mead’s study of the effects of modern social 
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change on the natives of one of the Admiralty Islands, are all parts of 
one whole: the study of the effort of human beings to live and work 
together with some degree of success and understanding. 

‘*To avoid the holocaust of war and to find the way to honorable 
peace are among man’s deepest yearnings. The responsibility belongs 
to all. Public officials have the burden for action, but they need all the 
light they can get and the backing of an informed citizenry. By support- 
ing the work of thoughtful and objective scholars in the field of inter- 
national relations, the Foundation is enabled to assist in the effort to 
bring a greater understanding of the issues confronting this country and 
the world, 

‘‘Thus, the grants to the Brookings Institution, the Council on Foreign 
Relations, and the Royal Institute of International Affairs aid scholars 
in the analysis of the great issues that confront us. Such scholars do 
not make the great decisions; that is the task of government and men of 
affairs. The efforts supported by the Foundation may be regarded as part 
of the service of intellectual supply to those who carry responsibility for 
action or teaching or interpretation in international affairs. In that 
sense, such grants serve to strengthen the strands that bind peace 
together. ; 

‘*Our economy, our human relations, our international relations, our 
social morality, and the growth of new scholars and scientists are fields 
to which Foundation grants in the social sciences during 1952 have 
been applied.’’ 


AvERAGE Daity CENsus or Patients IN Psycuratric Hosprras 
HieHest RECORDED 


The following statement appears in the 32nd Annual Report of the 
Council on Medical Education of the American Medical Association : 
‘‘Although there are only 585 psychiatric hospitals, they have a 
greater bed capacity—732,999—than is found in any other group. 
Again the average daily census of patients in the psychiatric hospitals 
is the highest that has been recorded in this field. The present total 
of 704,056 compares with 697,521 in 1951; it represents 53.7 per cent 
of the daily patient load in all registered hospitals.’’ 


VOCATIONAL COUNSELING FOR SERIOUSLY D1saBLED VETERANS 


The Veterans Administration now is providing vocational counsel- 
ing to seriously disabled veteran patients in Veterans Administration 
hospitals, to aid them in getting well and to restore them to productive 
life. ; 

Admiral Joel T. Boone, U.S.N. M.C. (Rtd), Chief Medical Director 
of the Veterans Administration, explained that vocational counseling 
is designed to aid tuberulous, neuropsychiatric, and long-term general- 
medical and surgical patients. It is this type of long-term patient, 
he said, whose employment is interrupted by an extended hospital 
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stay or who cannot return to the same type of job because of physical 
reasons, who especially needs vocational counseling. 

Here is a typical case history of how vocational counseling helped 
a tuberculous veteran patient on the road to physical and economic 
recovery. 

Johnny Jones was medically discharged from the army in 1945 
with a service-connected tubercular disability and began working as 
a plasterer’s helper. Six months later, his disease became active 
again and he went into a Veterans Administration hospital for three 
years. After he left the hospital in 1948, he returned to his old job. 

In 1951, he was back in the hospital, with nothing to look forward 
to but another long siege in bed and worries about his wife and two 
children. 

When Johnny’s physical condition began to improve, his ward 
physician decided that it was time to look toward the future. Johnny 
could not return to plastering because of his physical limitations and 
the possibility of further reactivation of his tuberculosis. As a key 
member of the rehabilitation service, the vocational counselor was 
called in for consultations. The counselor and Johnny had several 
discussions on Johnny’s feelings toward his disability, his ambitions, 
and his interests. 

Johnny liked mechanical work. He was given a battery of scientific 
tests to determine what he could do best after his discharge from 
hospital within his physical limitations. 

He finally selected radio and television repairing and was soon 
learning the rudiments in the hospital’s manual-arts-therapy shop. 
His outlook on life immediately improved. In the meantime, the 
counselor sought the help of social-service workers, state-employment 
offices, and veterans’ organizations in Johnny’s community. 

By the time he was ready to go home, Johnny had a part-time job 
with a neighborhood radio and television repair shop. This enabled 
him to get the rest he needed so as to build up tolerances against the 
disease. Now his employer plans to put Johnny on full time as soon 
as his physical condition permits. 

Admiral Boone said that the abilities and interests of long-term 
patients must be carefully explored and professionally evaluated 
if they are:to be properly placed in productive activities that will 
allow them to become self-respecting, independent, useful citizens 
in their home communities. 

Although this new vocational-counseling program has been in 
effect a little over a year, Johnny Jones’s story already is being 
repeated time and again, showing that the program is developing 
successfully. 
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Currently, vocational counseling is an integral part of the hospital 
team in 54 hospitals. The Veterans Administration goal is to extend © 
this service to 32 more, which will cover all tuberculosis and neuro- 
psychiatric hospitals and those general-medical and surgical hospitals 
that have large numbers of long-term patients. 


PRENATAL PROGRAM AT DUKE UNIVERSITY SEEKS TO DisPpEL EXPECTANT 
PARENTS’ FEARS 


Duke University is seeking to raise the standard of child-bearing in 
the South by bringing the care of expectant mothers out of the 
realm of the ‘‘hush, hush.’’ Through a new prenatal program for 
public patients, first of its kind in the Southeast, Duke Hospital 
obstetricians hope to reduce the incidence of the three major causes 
of death in child-bearing by relieving the fears and anxiety of expec- 
tant parents. 

In a series of movies, lectures, and demonstrations, the Duke 
obstetric staff is teaching both mothers and fathers the facts of child- 
bearing and debunking the old wives’ tales that make them fearful. 

‘‘Many expectant mothers are extremely frightened, although there 
is little reason to fear such a natural process,’’ says Dr. R. N. 
Creadick, associate professor of obstetrics and gynecology and super- 
visor of the program. ‘‘Fear and misunderstanding,’’ he explains, 
‘‘form the psychological bases for many of the complications of 
child-bearing.’’ 

Once every other week, Dr. John Ashe, director of the program, 
conducts classes for expectant parents at Duke Hospital, explaining 
the story of reproduction and normal birth. While classes are limited 
at present, Duke doctors hope to expand facilities further to eliminate 
misinformation and further to reduce the incidence of the major 
causes of death in child-bearing: hemorrhage, toxemia, and infection 
—in that order. ; 

All of these causes are largely preventable, the doctors say. 

Infection, now last in the order, used to be the leading cause, but 
antibiotics have greatly reduced this. Toxemia (high blood pressure 
and convulsions) is largely the result of inadequate prenatal care, 
the obstetricians state. Most deaths from toxemia and hemorrhage 
resnit from the patient’s waiting until too late to see a doctor or to go 
to the hospital. . 

The problem of hemorrhage has not yet been solved, mostly because 
doctors in some towns do not have ready access to blood banks. 

One reason why some patients wait too long to see a doctor is that 
they are afraid, and because they don’t understand the need for pre- 
natal care, the doctors say. Duke’s prenatal program will promote 
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more personalized care for the mother when she understands the 
need, and will give doctors the chance to save lives that otherwise 
might be lost. 

For these reasons, Duke obstetricians are encouraging the patient 
to express her feelings. ‘‘The pregnant woman must be allowed and 
encouraged to express all her doubts and anxieties,’’ they explain. 
‘If she doesn’t mention any of the common old wives’ tales, we 
deliberately enumerate them, since some women are afraid to mention 
them. Certainly she will hear many more during her pregnancy.’’ 

Some of the tales are as absurd as these: ‘‘Don’t paint; you will 
poison your child.’’ ‘‘Don’t hang curtains; the cord will hang the 
child.’’ ‘‘Witnessing horrible events, or even having evil thoughts, 
will maim your child.’’ 

The doctor has to know what the patient thinks—what false ideas 
have been built up about pregnancy and childbirth—if he is going to 
eliminate fear, the doctors say. 

For instance, many people say that an expectant mother is in a 
‘‘delicate’’ condition and should not exercise. On the contrary, most 
women can and should carry on normal activities, including the 
sports that they usually enjoy, so long as the exercise is not too 
strenuous. 

Some people think you can starve the child by not eating enough 
or make him fat by eating too much. The fact is the child’s weight 
is almost totally independent of the mother’s gain or loss. 

In dispelling false ideas about child-bearing, Dr. Ashe and the 
Duke staff explain the whole process to parents, including how the 
egg is fertilized, how the baby develops, and how it is delivered. 
They also point out the ordinary complications and common com- 
plaints of pregnancy. 

In conjunction with the prenatal program, the Physical Therapy 
Division of Duke Hospital conducts special exercise classes for the 
mothers. The exercises are optional, and a small fee is charged. 
Many of the exercises were formulated in a widely-known method 
of ‘‘natural childbirth.’’ Some are used to help relax certain 
muscles as an aid to labor, and others are to develop muscles for 
pelvic support and comfort during the later months of pregnancy. 

In addition to the lectures, movies, demonstrations, and exercises, 
the program includes a tour of the labor and delivery rooms by: the 
mothers so that they will know what to expect when their child is 
born. 

Duke doctors stress diet and exercise, but do not attempt to per- 
suade the patient to accept a particular method of childbirth (for 
example, ‘‘natural childbirth’’ or strong sedatives) unless emergency 
demands use of a particular method. 
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“‘To eliminate the major causes of death, parents have to be 
relieved of needless fear of child-bearing,’’ the Duke obstetricians 
conclude. ‘‘Duke is a teaching hospital and we think it is our 
responsibility to create a better standard of child-bearing for parents.”’ 


ACADEMIC Program IN State ScHoots TO BE DirEcTED BY NEWLY 
APPOINTED SUPERVISOR OF EDUCATION 


Charles I. McAllister, of West Hempstead, L. I., has been 
appointed supervisor of education, a new position in the New York 
State Department of Mental Hygiene, according to a recent announce- 
ment by the department. The appointment became effective October 1. 

The new supervisor will direct the further development of the 
academic program conducted for children in state schools for mental 
defectives. Establishment of the position was recommended to 
Governor Dewey during the legislative session early this year, after 
a study of the state-schools-education system made by the state 
education department. 

For the past seventeen years, Mr. McAllister has been connected 
with the New York City Board of Education bureau for children 
with retarded mental development. He taught classes for the 
mentally retarded in the city elementary and junior high schools 
from 1936 to 1946, and since that time has been supervisor of this 
program. 

Mr. McAllister is a graduate of New York University, with B.S. 
and M.A. degrees. Since 1947 he has taught at summer sessions of 
Teachers College, Columbia University, and at various times given 
special courses at Brooklyn and City Colleges and at the University of 
Miami in Florida. 


WEsTERN Reserve Inrropuces SoctaL ScreNcEs INTO SocraL-WorK 
CURRICULUM 


As part of a unique program at its School of Applied Social 
Sciences, Western Reserve University, Cleveland, Ohio, to-day named 
a Detroit, Michigan, social scientist to the faculty to introduce social 
sciences into the professional social-work curriculum. 

Visiting professor of social sciences for a three-year period will be 
Dr. Joseph W. Eaton, who will be on leave from the faculty of the 
department of sociology and anthropology at Detroit’s Wayne 
University. 

According to Dean Margaret Johnson, of Western Reserve’s School 
of Applied Social Sciences, Dr. Eaton will introduce into the social- 
work curriculum current material and points of view from the 
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related social sciences, such as cultural anthropology, social psy- 
chology, political science, economics, and so on. 

Work done at Western Reserve under Dr. Eaton’s supervision 
will be financed by a $50,700 gift from the Russell Sage Foundation, 
to be granted over a three-year period. The visiting professor will 
be a teacher and consultant both in the master’s program and on the 
doctoral level. 


Two LecTuRES ON MentTau HeautH at New YorK 
ACADEMY OF MEDICINE 


Two lectures on mental health will be presented under the A. Walter 
Suiter Lectureship at the New York Academy of Medicine, on Thurs- 
day evening, November 5, at 8:30 o’clock. The speakers will be: 
Dr. John C. Whitehorn, Henry Phipps Professor of Psychiatry, The 
Johns Hopkins School of Medicine, Baltimore, whose subject will be 
‘‘The Acquiring and Imparting of Mental Health,’’ and Dr. Fred- 
erick C. Redlich, professor and Chairman of the Department of 
Psychiatry, Yale University School of Medicine, who will speak on 
‘‘The Influence of Environment on Mental Health.’’ 

This is the seventh in the Suiter series, which is made possible by 
a bequest to the academy from Dr. A. Walter Suiter, of Herkimer, 
New York, who had a special interest in public health and in medical 
jurisprudence. Dr. Suiter was active in the establishment of the 
state board of medical examiners and was a member of the board for a 
number of years. He died in 1925. 

Previous lectures in the series have been delivered by Dr. Stuart 
Mudd, Philadelphia; Dr. John R. Paul, New Haven; Mr. George St. J. 
Perrott, Washington, D. C.; Dr. Harry Most, New York; Dr. Yale 
Kneeland, New York; and Dr. David T. Smith, Durham, N. C. 


Pusiic HeautH SeERvVICE’s CLINICAL CENTER OPENS AT 
BETHESDA, MARYLAND 


The new 14-story clinical center of the National Institutes of 
Health, Public Health Service, at Bethesda, Maryland, was opened 
for patients in July. The center will operate as a combined clinical 
and basic research facility, bringing together scientists representing 
practically all the clinical and laboratory specialties. Patients will 
be admitted solely on the basis of a diagnosis that meets the require- 
ments of a particular study. Special codperative relationships will be 
developed with hospitals and health agencies for the care and obser- 
vation of patients after discharge. 
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Tue V. A. Mentat-Hyairene Cuinic Meets A PATIENT 


(Reprinted by permission from the Information Bulletin of the Psychiatry and 
Neurology Division, Department of Medicine and Surgery, Veterans Administra- 
tion, Washington, D. C.) 


The following composite picture of a mental-hygiene-clinie patient 
is the work of Mrs. Jeanne Caughlin, psychiatric social worker at the 
V. A. Mental Hygiene Clinic, San Francisco, California, who trans- 
lated statistics from an analysis of data by Richard Sears, Ph.D., and 
Harold Geidt, Ph.D., clinical psychologists, and Lawrence Robinson 
and Helen Blum, psychiatric social workers, all of them on the V. A. 
mental-hygiene-clinic staff, San Francisco, California. 

‘*What kind of a person is a psychiatric clinic patient? What does 
he look like. would you spot him if you saw him on the street? Is 
he different somehow? Or is he an ordinary American who goes to 
the doctor with his particular ailment, even as you and I? 

‘In case you have ever asked these or similar questions, you are 
not alone. The staff of the V. A. mental-hygiene clinic at 49 Fourth 
Street has been asking them, too, and coming up with some answers 
from their cumulative experience. A long, close look at clinic 
statistics over the past three years has provided them with raw 
material for creation of another kind of average person—an average 
psychiatric-clinic patient. Using their findings, let’s draw a picture 
of him as he comes to life out of the jumble of tables and figures— 
as he would appear to you if you were a clinic staff member, meeting 
him for the first time. 

“*In the first place, he would most likely be a ‘he.’ This is because 
the V. A. mental-hygiene clinic exists to treat veterans for service- 
connected psychiatric illness, and most veterans are male. This does 
not mean that the clinic discriminates against female veterans; there 
have been and are some women patients. However, they are a 
minority group. 

“In the second place, he might be a member of any of the racial 
groups represented in our cosmopolitan community. The clinic 
patient population is divided among these groups in the same pro- 
portion as they are represented in the total population; no one racial 
group is more or leas likely to make use of psychiatric care. Chances 
are, this new patient would be a young man: 40 per cent of all patients 
are thirty or younger, while 78 per cent have gone no further than 
a fortieth birthday. 

‘In appearance, our man would be dressed for work, as two-thirds 
of the clinie patients are employed when they enter treatment. The 
remaining one-third have a good statistical chance of becoming 
employed during our association with them. About one-half of those 
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men who were unemployed at the beginning of treatment, and who 
remained in treatment for at least ten interviews, become employed 
during that time. Furthermore, he is likely to have a good work 
.record. Half the clinic patients have worked consistently and 
changed jobs only by way of accepting positions. Neurological 
patients, including men suffering from epilepsy, have proven them- 
selves particularly reliable employees. 

“So our new acquaintance will be in his usual outfit. This may 
well be the ‘good, conservative suit’ of the business or professional 
man, as a high proportion of clinic patients are in professional or 
semi-professional occupations. The clinic percentage is 18 per cent, 
as compared with 11 per cent in the Bay Area. There are students in 
treatment, and there are men of various skilled trades. The per- 
centage of patients occupied in unskilled labor is somewhat less than 
in the population as a whole. 

**Now let’s go a step beyond the first quick look at our patient, 
and discover a few things about his life. To begin at the beginning, 
he has quite possibly come from a ‘broken’ home—a home without 
one or both parents or adequate substitutes for them. Forty-one 
per cent of the clinic patients have lost at least one parent, almost 
always in the crucial first sixteen years. Clinic findings in this 
regard are strikingly similar to discoveries made in the field of 
juvenile delinquency. Again it is learned that loss of parents imposes 
severe problems on children—problems which become manifest in 
various troubling symptoms. 

‘*Tn spite of this initial handicap, the clinic patient is likely to have 
a good education. One-third have had academic or vocational train- 
ing beyond the high-school level; 27 per cent have attended college, 
compared with 21 per cent college alumni in the population of the 
San Francisco-Oakland area. This is not taken to imply that the 
psychiatric treatment is reserved for people with high foreheads, or 
that educated people are more nervous than others. Army statistics 
show that more highly educated people were, if anything, less likely 
than others to acquire an illness leading to a neuropsychiatric dis- 
charge. Clinic figures seem to mean simply that people with more 
education are more likely to seek psychiatric treatment. Perhaps 
they have just had a better chance to hear about it. 

‘* After school, or perhaps in the middle of it, our hypothetical 
patient went into the armed forces. He may have been a seaman or 
a sergeant or a major, but whatever his service or his rank, he prob- 
ably stayed quite a while. Almost two-thirds of the clinic patients 
served at least two years, and an equal number spent some portion 
of this time overseas. All acquired their psychiatric illness in 
service. However, they are not as a rule receiving high rates of 
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disability compensation. Our 1952 figures show that 28 per cent 
receive no pension; their only compensation is the provision of V. A. 
psychiatric care. Only 13 per cent receive more than 70 per cent 
compensation ; 60 per cent of the group draw 30 per cent or less. 

‘‘The new patient has a 50/50 chance of being a family man; half 
of the patients are married. A little over one-fourth have been 
divorced at some time. This figure corresponds to the national average, 
as one-fourth of all American marriages end in divorce. 

‘*So far we have said nothing about the illness which brings our 
new acquaintance to the clinic. Perhaps it has been severe in the 
past, perhaps he has been hospitalized once or many times. Probably 
he does not feel too well as we meet him. 

‘*Psychiatric sickness may take many forms, all uncomfortable. 
Ninety-five per cent of the clinic patients come because of physical 
symptoms caused by emotional tension; most of them are referred by 
doctors. These symptoms may be ulcers, asthma, or muscular pains, 
as well as headaches, nausea, or insomnia. There may be some diffi- 
culty in seeing the world as it actually is, there may be intense worry 
for no clear reason, or the patient may find himself painfully upset 
by trivial things. Whatever our patient’s symptoms, they are real 
and distressing. As we meet him, he is taking the sensible—but not 
so easy—course of seeking the appropriate professional help.’’ 


ANNOUNCEMENTS OF MEETINGS 


News of latest developments aimed at preventing disease and pro- 
moting personal and public health will be exchanged by professional 
workers from all parts of the free world at the Eighty-first Annual 
Meeting of the American Public Health Association and annual ses- 
sions of 40 related organizations at the Hotels Statler and New Yorker, 
New York City, November 9-13. 

More than 5,000 public-health workers—physicians, dentists, nurses, 
engineers, statisticians, veterinarians, sanitarians, nutritionists, health 
educators, entomologists, biologists, and others—are expected to attend 
the sessions, according to the association’s executive secretary, Dr. 
Reginald M. Atwater. The theme of the meetings will be ‘‘ Meeting 
the Health Needs of the Community.’’ 

‘‘The association’s annual meetings serve to bring to the attention 
of professional workers in the field of public health the latest findings 
and views of their fellow workers and thus to stimulate further 
research and development,’’ Dr. Atwater said in announcing the plans. 
‘*Year after year, milestone after milestone in public-health progress 
has been recorded at these meetings as man has won battle after 
battle in the ceaseless war against disease. At the 1952 annual meeting 
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in Cleveland, for instance, conclusive findings were first released on 
the use of gamma globulin to prevent poliomyelitis. Again this year, 
we look forward to hearing news that will bring new hope for longer, 
healthier, happier life to people everywhere.’’ 

Among areas in which progress reports are scheduled, according to 
Dr. Atwater, are further developments in the use of gamma globulin 
for polio prevention, mass vaccination against influenza, fluoridation 
of food and water supplies, new methods of tuberculosis treatment and 
eare, and integration of mental health in public-health departments. 

Sessions will be devoted to industrial hygiene and sanitation, school 
health programs, nutrition and dietary developments, control of 
animal disease, maternal and child health, accident prevention, home 
nursing, laboratory and engineering developments, and work with 
handicapped children of various types. 

High lights of the sessions will be the presentation of the Sedg- 
wick Memorial Medal for distinguished service in public health, 
scheduled for Wednesday evening, November 11, and presentation 
of the Lasker Awards for 1953 for outstanding contributions in 
medical research and public-health administration, scheduled for 
Thursday afternoon, November 12. 


The American Psychosomatic Society will hold its Eleventh Annual 


Meeting at the Jung Hotel in New Orleans on Saturday and Sunday, 
March 27 and 28, 1954. 

The program committee would like to receive titles and abstracts 
of papers for consideration for the program by December 1, 1953. 
The time allotted for the reading of each paper will be fifteen to 
twenty-five minutes. The committee is interested in investigations 
in the theory and practice of psychosomatic medicine as applied to 
adults and children in all the medical specialties, and in contributions 
in psychophysiology and ecology. 

The program committee requests that abstracts be submitted in 
quadruplicate to Dr. George L. Engel, 551 Madison Avenue, New York 
22, New York. 


The Eighty-first Annual Meeting of the National Conference of 
Social Work will be held in Atlantic City, May 9-14, 1954. Although 
arrangements have not yet been completed for conference head- 
quarters, ithe following hotels will be available for associate group 
headquarters: Traymore, Ritz Carlton, Brighton, Ambassador, 
Chelsea, Madison, President, Shelburne, Mayflower, and Senator. 

The registration service and the exhibits will be in the Auditorium. 

Hotel reservation forms will be mailed to members of the National 
Conference of Social Work early in the fall and will be available to 
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non-members on request at the national office, 22 West Gay Street, 
Columbus 15, Ohio. All those planning to attend the 1954 annual 
meeting are urged to make their hotel reservations as early as possible. 

Despite every effort of program committees to secure as annual- 
meeting speakers, not only the acknowledged leaders in the field, but 
qualified people who may not yet have achieved national recognition, 
it is inevitable that many with genuine contributions to make have 
been overlooked. 

In an effort to remedy this situation and to extend participation 
in annual-meeting programs as widely as possible, the executive com- 
mittee has approved a plan of ‘‘talent scouting,’’ to be put into effect 
immediately. The procedure to be adopted experimentally is this: 

Any individual in the field of health and welfare who believes that 
he or his organization has a contribution to make is asked to submit 
to the national office an abstract of not more than 300 words sum- 
marizing a proposed paper. This abstract should be accompanied by 
(1) an assurance that a full text of the paper will be available in 
advance if requested; (2) an assurance that a final text of the paper 
will be ready in April, 1954, if it is to be on the program; and (3) a 
statement as to whether or not the author could, if invited, be in 
Atlantic City to deliver the paper in person. 

All abstracts received will be forwarded tu the appropriate section 
or committee for consideration along with other program suggestions. 
It is proposed that any such papers accepted for inclusion on the 
program be scattered through the regular sessions, indistinguishable 
from those that have been written at the explicit request of the 
section or committee. 

Although it will not be possible to consider abstracts received after 
October 1, for the 1954 program, they will be held for the 1955 pro- 
gram committee if the content makes this feasible. 

It goes without saying that there is a great deal of fine experi- 
mental work going on in local and state communities throughout 
the country. Because the purpose of the annual meeting is to provide 
a democratic forum in which all diverse points of view may be heard, 
and in which all advances in professional knowledge and techniques 
may be shared, the National Conference of Social Work urges that 
individuals and organizations accept this opportunity to make their 
experience available to the field as a whole. 


An International Congress for Psychotherapy will be held at Zurich 
from July 21-24, 1954, under the auspices of the Swiss Medical Asso- 
ciation of Psychotherapists. The subject for diseussion at the Con- 
gress will be : ‘‘ Transference in Psychotherapy.’’ 

‘‘This subject,’’ according to the preliminary notice of the congress, 
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*‘leads on naturally from that discussed at the last congress held at 
Leiden in 1951, which met to consider affective relations in general. 
Transference is a special form of those relations which is of the utmost 
importance to the psychotherapist. 

*‘Further, transference is historically one of the most important 
conceptions in the development of psychotherapy in our time; it was 
Freud who first made psychotherapists aware of this factor which 
plays a predominant part in all treatment. 

‘*The question now arises whether the nature of transference was 
fully demonstrated by Freud’s definitions, or whether fresh aspects 
of it have come to light in the course of the last fifty years. What 
importance is attached to transference by the various schools of 
psychotherapy? Has a deeper insight into its nature had any influ- 
ence on its use in the psychotherapeutice process? 

“‘The aim of our congress is a clarification of these and other ques- 
tions which most deeply concern the future of modern psychotherapy.”’ 

It is proposed to have five or six papers read at general meetings, 
and a larger number in the subsections, ‘‘all dealing with the nature 
and importance of transference in general psychotherapeutie practice 
and clinical psychiatric treatment, in child psychotherapy, in general 
medicine, and psychosomatic disorders. The subsections will also 
deal with the ethnological, historical, and sociological aspects of 
transference.’’ : 

Attendance at the congress is open to all psychotherapists who (a) 
are members of a national association of psychiatrists or of a recog- 
nized society of psychotherapists; or (b) are qualified doctors or 
qualified lay practitioners who are not members of such an association, 
but are recommended in writing by its president or two of its 
members. For further information write to The Secretariat Inter- 
national Congress for Psychotherapy, Zurich, 1954, Theaterstrasse 12, 
Zurich 1, Switzerland. 


The International Institute for Child Psychiatry will meet for two 
days—August 13 and 14, 1954—at Toronto, Canada, immediately 
before the Fifth International Congress on Mental Health. The theme 
of the institute will be, ‘‘Emotional Problems of Children Under 
Six.’’ Each member association of the International Association for 
Child Psychiatry has been asked to invite and to select clinical case 
studies and research material from within its own country. 

The executive committee has decided on the following plan of 
organization for the institute: On the first day, Friday, there will be 
morning and afternoon section meetings. These will be working 
groups, each composed of not more than 60 people. Each section 
will spend the entire day in the discussion of one prepared clinical 
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case. Members will remain with the section for which they register. 
On the morning of the second day, Saturday, there will be larger 
group meetings to consider research material that is pertinent to the 
eases discussed on the previous day. There will be a plenary session 
on Saturday afternoon with the presentation of papers based on the 
broad principles that emerge from the case studies and research 
material. 

Early in 1954 an international preparatory commission will meet 
to select the case studies and the research reports to be presented at 
the institute. This commission will also attempt to distill, from the 
material submitted, the principles that will form the basis for the 
papers to be given at the plenary session. It will not be possible to 
present all of the material in detail at the institute, but a full list 
of the contributors will be published. — 

Many psychiatrists and child-guidance clinics have been invited 
to contribute material and a guide for the preparation of the case 
studies has been sent to them. There presentation must be suitable 
for a group of people with a variety of professional and cultural 
backgrounds. 

For further information, write Miss Helen Speyer, Executive 
Officer, International Association for Child Psychiatry, 1790 Broad- 
way, New York 19, N. Y. 


RECENT PUBLICATIONS 


A 16-page booklet, with the intriguing title, Haunted House, and 
a cover that fully lives up to the title, has recently been brought out 
by the New York State Department of Mental Hygiene as a part of 
its public-education program. ‘‘Are You Living in a Haunted 
House ?’’ is the theme of the booklet, which deals with fears—fears of 
the ‘‘ghosts’’ of the past, the present, and the future. It is profusely 
illustrated with amusing cartoons interpersed with pithy bits of text. 

‘*Fear is a normal thing,’’ the booklet states reassuringly. ‘‘ Every 
one has worries and anxieties and they serve a real purpose. But 
when fear gets out of hand, it’s unhealthy—it makes us tense, irritable, 
and unhappy—it interferes with our lives. 

‘‘The way to keep your worries from getting too big for you is to 
look them in the eye. Drag them out, talk them over, do something 
_ about them if you can—and most of the time, like the phantoms in 
our haunted house, they disappear in the light of day. 

And it concludes: ‘‘Remember—life consists of just one TO-DAY 
after another. The past is nice to remember—but not to brood over. 
The future is nice to look forward to—but not to worry over. 

““TO-DAY is for living—Let’s enjoy it.’’ 

The department plans a wide distribution of the booklet and will 
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supply quantities without charge to agencies and organizations in New 
York State interested in the promotion of mental health. Single 
copies are available free to any one anywhere. Requests should be 
addressed to the Department of Mental Hygiene, Albany, New York. 


The Committee on Hospitals of the Group for the Advancement 
of Psychiatry has issued an ‘‘Outline Guide’’ to be used in the evalu- 
ation of treatmen in a public psychiatric hospital. A few introductory 
paragraphs state the purpose of the publication: 


‘‘This Outline Guide is offered as one aid in the evaluation of treat- 
ment in a public psychiatric hospital. Although not intended to take 
the place of other weighing devices, it may be found useful as a supple- 
mentary tool. Employed as a check list, it will direct attention to many 
aspects of hospital operation sometimes thought of as outside the realm 
of treatment. Since everything associated with the comfort, basic care, 
and well-being of the patient is intimately connected with his therapeutic 
course, aspects of the hospital program relating to these matters must, 
im fact, be regarded as part of the total treatment process. 

‘The Outline should be of use to any qualified individual interested in 
the operation of a public psychiatrie hospital, and particularly to the 
administrator, physician, trustee, and department head. It not only 
serves as one means of gauging staff achievement, but helps in the evalua- 
tion of specific aspects of the hospital program in their relation to 
treatment, thus stimulating the staff toward further improvements in 
therapy. 

‘*Beeause of the variations in hospital structure, size and available 
appropriations, it would be difficult for all hospitals to meet each of the 
goals implied in this guide. Such variations must be taken into con- 
sideration in any evaluation. The present outline will fulfill its pur- 
pose if it serves as a reminder of the complex nature of hospital operations 
and as a guide and help in their continued improvement.’’ 


Then follow 315 questions on various phases of hospital life: food, 
clothing, ward living, personal hygiene, the barber shop, the beauty 
shop, dental care, occupational therapy, recreation, religious services, 
medical and surgical service, general therapy, family care, the relation- 
ship of the hospital with the community, arrangements for the care 
and treatment of neurological cases and cases of tuberculosis, per- 
sonnel, and training and research. 

Copies of the guide may be obtained at a price of 25 cents each 
from the Group for the Advancement of: Psychiatry, 3617 W. 6th 


Avenue, Topeka, Kansas. 


A simplified glossary of familiar psychiatric terms for professional 
and reference use can be obtained from the American Psychiatric 
Association, 1785 Massachusetts Avenue, NW, Washington 6, D. C. 


at a price of 50 cents. 
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